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This study explored traditional birthing practices of Singaporean women who 
live in a contemporary multicultural society.  It examined the impact of these 
practices on women’s sense of well-being (as measured by depressive 
symptoms), perceived social support, and breastfeeding self-efficacy.  This 
two-phase study consisted of a qualitative and quantitative data collection 
phase. 
Aims 
The aims of this study were to identify the traditional birthing practices of 
Singaporean Chinese, Malay and Indian women and their effect on emotional 
well-being, social support and breast feeding self-efficacy. 
Methods 
Phase 1 of the study consisted of face-to-face interviews with a purposeful 
sample of 30 women recruited from outpatient maternity clinics in a tertiary 
hospital in Singapore.  The analysis using Colaizzi’s method, identified 
women’s perceptions of their traditional birthing practices, reasons for 
adherence, and sources of influence.  These findings were used to inform the 
development of a questionnaire that was piloted and distributed to postnatal 
women in Singapore. 
Phase 2 of the study was conducted in three tertiary hospitals in Singapore, 
from March 2010 until July 2010.  Women attending their sixth week 
postpartum clinic visit were recruited.  Five hundred and twenty women      
(n= 520) participated in the survey on traditional birthing practices, sources of 
influence, reasons for adherence, symptoms of postnatal depression, 
perceptions of social support, and breastfeeding self-efficacy. Questions 
included: (1) antenatal traditional birthing practices; (2) antenatal dietary 
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practices; (3) labour and delivery practices; (4) postnatal practices; (5) reasons 
for adherence to traditional birthing practices; (6) persons influencing 
adherence to traditional birthing practices; (7) women’s emotional well-being 
using the Edinburgh Postnatal Depression Scale (EPDS); (8) women’s 
perception of support using the DUKE-UNC Functional Social Support 
Questionnaire (FSSQ) and (9) women’s breastfeeding self-efficacy using the 
Breastfeeding Self-Efficacy Scale-Short Form (BSES-SF). 
Results of the study 
Two broad themes emerged in Phase 1—following tradition and challenging 
tradition. Singaporean women experiencing pregnancy and childbirth follow 
tradition and these practices are influenced by their mother and mother-in-law. 
Women also adhered to some traditional practices because of worry over 
possible consequences if they do not. Tradition was also challenged through 
the modification or rejection of traditional practices and changing family roles 
and expectations. 
In Phase 2, multiple linear regression was used to calculate the effect of 
traditional birthing practices on women’s sense of well-being, preception of 
social support, and breastfeeding self-efficacy.  It was found that emotional 
well-being was significantly predicted by dietary practices, antenatal activities 
and labour/postnatal practices. The results indicate an inverse relationship 
between dietary practice and labour/postnatal practices and reported emotional 
well-being. There was a positive relationship between antenatal traditional 
birthing practices and emotional well-being. 
The results of the study showed that adherance to total traditional birthing 
practices  had no significant effect on women’s perceived social support as 
measured by the DUKE-UNC (FSSQ). It was found that adherance to total 
traditional birthing practices explained only 1% of variance and did not 
significantly predict perceived social support.  
It was found that adherance to total traditional birthing practices explained 2% 
of variance (Adjusted R square = 0.02) and there was an inverse relationship 
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between adherence to antenatal activities and predicted breastfeeding self-
efficacy.  
Conclusion 
This study identified that traditional birthing practices are important activities 
and the main reason for adherence was to safeguard women’s health and that 
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Glossary of terms 
The following terms are used throughout the thesis: 
 
Antenatal  
Time between conception and the onset of labour; usually used to describe the 
period during which a woman is pregnant; used interchangeably with prenatal 
(London, Laderwig, Ball, & Bindler, 2007). 
 
Antenatal education   
Programmes provided to share information about pregnancy and childbirth 
and to enhance the parents’ decision-making skills (London, Laderwig, Ball, 
& Bindler, 2007). 
 
At term  
The normal duration of pregnancy is between 38 to 42 weeks gestation 
(London, Laderwig, Ball, & Bindler, 2007). 
 
Breastfeeding definitions  
Exclusive breastfeeding 
Infant receives human milk (including expressed milk or milk from wet nurse) 
without any supplementation (no water, no juice, no non-human milk, and no 




Human milk is the predominant food provided with very rare feeding of other 
milk or food. Infant may have been given one or two formula bottles during 
the first few days of life (AAP, 2006). 
 
Partial/Mixed breastfeeding (high: > 80%, medium 20-79%, low < 20%) 
The infant is given varying amounts of human milk with non-human milk or 
food (AAP, 2006). 
 
Confinement  
A formalised, month-long period of rest immediately after childbirth (Leung, 
Arthur, & Martison, 2005). 
 
Term of confinement 
Mothers of Chinese origin practice 30 days of confinement (Pillsbury, 1978). 
Mothers of Malay origin practice 40 days of confinement (Laderman, 1983 








A Greek derived term for a woman helper who is experienced in providing 
continuous non-medical, physical, and emotional support before, during, and 
after birth  (Campbell, Scott, Klaus, & Falk, 2007).  
 
Gestation 
This is defined as the number of weeks of pregnancy since the first day of the 
last menstrual period (London, Laderwig, Ball, & Bindler, 2007). 
 
Intrapartum 




This is the process by which the fetus is born, and the placenta, and 




A trained and registered nurse/health professional who attends professionally 




A woman who has had two or more births at more than 20 weeks gestation 
(London, Laderwig, Ball, & Bindler, 2007). 
 
Perinatal 
The phase surrounding the time of birth from the 20th week of gestation to 
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This is the period that begins immediately after the birth of a child and extends 
for about six weeks. During this period, the mother's body returns to pre-
pregnancy conditions as far as uterus size and hormone levels are concerned 
(London, Laderwig, Ball, & Bindler, 2007). 
 
Postnatal depression 
This refers to depression with an onset during the first year after childbirth. 
There are postnatal depression subtypes that differ with respect to causes, 
nature, and severity of symptoms, timing of onset, and treatment (BDI, 2012) 
 
Primipara 
A woman who having her first birth at more than 20 weeks gestation, 
regardless of whether the infant was born alive or dead  (London, Laderwig, 






List of Symbols 
Symbol Meaning 
 Cronbach’s alpha  
p The attained level of significance 
df Degree(s) of freedom 
F Snedcor’s F 
r Pearson’s Product-moment Correlation Coefficient’s  
T t-statistic (for Student’s/Welch’s t-test) 
χ2 Chi Squared, used in Bartlett’s Test of Sphericity 
n Sample size 
M Mean 




Chapter 1  Introduction 
 
Singapore is a multicultural society with declining birth rate. The Total 
Fertility Rate (TFR) in Singapore was 1.2 in 2011 (National Statistics, 
2012).The National Population and Talent Division reported Singapore would 
need about 42,000 and 45,000 resident births in order to achieve a TFR of 1.4 
and 1.5 There were 36,178 resident births in 2011, with a resident TFR of 1.2.  
Realizing the importance of Singaporean women to procreate, the Singapore 
government had taken steps to increase financial support for parents, improve 
the availability and quality of childcare facilities and promote work-life 
balance and flexible work arrangements.  
Childbirth and the obligations of caring for a new infant are demanding life 
events (Cox, 1998) and their impact on parents especially mothers, to some 
extent are culturally determined (Kumar, 1994; Davis-Floyd & Sargent, 1997). 
Jordan’s (1978) ethnographic study of birth in four different socio-cultural 
contexts concluded that the ‘biosocial’ phenomenon of childbirth is shaped by 
each culture’s ‘birthways’. 
Singapore is a multicultural society. The majority of its population are 
Chinese, followed by Malay and Indian ethnic groups. Therefore, in this 
society there are likely to be different ‘birthways’. Studies conducted in 
Chinese cultures have documented a system of postpartum practices known as 
‘confinement’ or ‘doing the month’ (zuoyue, peiyue, or tso-yueh) (Cheung, 
1997; Matthey, Panasetis, & Barnett, 2002; Holroyd, Twinn, & Yim, 2004; 
Leung, Arthur, & Martison, 2005; Cheung N., 2006; Chien, Tai, Ko, Huang, 
& Shen, 2006; Raven, Chen, Tolhurst, & Garner, 2007; Lee, Ngai, Ng, Lok, 
Yip, & Chung, 2009). Documentation of Malay (Manderson, 1981; Laderman, 
1983 and 1987) and Indian cultural postpartum practices (Choudhary, 1997) 
are very limited. There is also no documentation of traditional birthing 
practices of any of these three cultures during labour and birth in Singapore 
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and globally. Studies to date have used the term ‘confinement’ to indicate 
postpartum practices that aim to increase the level of social and practical 
support for mothers and thus, promote maternal mental and physical health.  
For the purpose of the current study, ‘traditional birthing practices’ are defined 
as any established practices and/or rituals carried out during the antenatal, 
labour/delivery, and postnatal periods by women, or by their husbands or 
family members for the women and their babies. However, further exploration 
is needed on the extent to which traditional birthing practices are associated 
with women’s sense of well-being, social support, and breastfeeding self-
efficacy. Studies on traditional birthing practices and emotional well-being 
found variations in practices (Yim, 2000; Hildingson, 2008; Zachariah, 2009) 
(references needed). It was recommended that further studies need to examine 
and quantify the specific aspects of confinement or their separate and 
combined roles in reducing adverse maternal outcomes such as postpartum 
depression.  
Similar to how traditional birthing practices affect women’s emotional well-
being, social support has been identified as an important protective factor for 
childbearing women. The partner is usually highly valued as a source of 
support during pregnancy by women. Studies show that support from the 
partner was associated with positive maternal birthing experiences, better 
maternal outcomes, and less pain relief during labour (Yim, 2000; Hildingson, 
2008; Zachariah, 2009). Conversely, lack of, or disappointment with partner 
support has been associated with high levels of anxiety during pregnancy, 
postnatal depression, and premature discontinuation of breastfeeding (Yim, 
2000; Hildingson, 2008; Zachariah, 2009).  
A positive childbirth experience usually culminates in maternal perceptions of 
well-being (Yim, 2000; Essex & Pickett, 2008; Hildingson, 2008; Zachariah, 
2009). Studies have shown that knowledge about birth and understanding 
about the ways of achieving an uncomplicated birth are associated with 
positive outcomes for women and babies. Social support during labour is an 
important intervention employed to achieve positive childbirth experiences 
and breastfeeding success in many settings (Dennis, 2002a).  
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An important aspect of motherhood is breastfeeding. While some studies have 
investigated breastfeeding in different Asian countries, few have examined the 
influence of traditional practices on breastfeeding. One related study by 
Kaewsarn, Moyle, & Creedy (2003) found that more than 50% of Thai women 
surveyed (n = 500) adhered to 11 or more traditional postpartum practices. 
However, to date there is no published study that has explored the extent of 
influence of traditional birthing practices on women’s breastfeeding self-
efficacy. 
1.1 Research aims 
This two-phase study consisted of face-to-face interviews with women and a 
large survey in the second phase.  In the first phase, the aim of this study is to 
identify traditional birthing practices used by Singaporean Chinese, Malay, 
and Indian women. The aim of the second study is to identify similarities and 
differences of traditional birthing practices among the three cultures. The 
second study also examines the impact of these practices on women’s sense of 
well-being (in particular depressive symptoms), sense of support, and 
breastfeeding self-efficacy. 
1.2 Significance of the research 
There is little research on traditional birthing practices and their impact on 
Asian women. Many traditional beliefs and practices to promote good health 
are prevalent in contemporary Asian societies and yet may not be explicitly 
discussed with health professionals who provide services underpinned by 
western, medically-dominated healthcare approaches. 
Although there have been some previous studies about traditional childbearing 
practices of Chinese women, there is less research with Malay and Indian 
women. Conducting the proposed research in Singapore provides a unique 
opportunity to gain insights into the beliefs of childbearing women from 
different cultures.  
The results from this study may enhance healthcare professionals' 
understanding of current traditional birthing practices of Singaporean Chinese, 
19 
  
Malay, and Indian women. Understanding these traditional birthing practices 
may help healthcare professionals to design appropriate culturally sensitive 
antenatal, intrapartum, and postnatal services and provide information and 
resources. As not all traditional birthing practices are helpful, and indeed some 
may be harmful, patient education about harmful traditional birthing practices 
can be offered when identified (Kaewsarn, Moyle, & Creedy, 2003; Leung, 
Arthur, & Martison, 2005; Wong & Fisher, 2009). 
The study will also enhance our understanding of the relationship between 
traditional birthing practices with women’s sense of emotional well-being, 
social support, and breastfeeding self-efficacy. Such information may help 
healthcare professionals to design individualised, culturally sensitive care. 
1.3 Organisation of the thesis 
Chapter 1 introduces and defines traditional birthing practices and provides a 
brief background of their influence on the childbearing experiences of women. 
The chapter outlines the extent to which traditional birthing practices influence 
women’s sense of emotional well-being, social support, and breastfeeding 
outcomes that has not been investigated in detail by previous studies. 
Chapter 2 review explores the influence of traditional birthing practices on the 
emotional well-being, social support, and breastfeeding self-efficacy in 
postnatal women. The chapter also discusses gaps in the literature and informs 
the research questions to be investigated in Phase 2. 
Chapter 3 presents Phase 1 of the programme of research. A qualitative study 
was undertaken in order to identify the possible extent of adherence to 
traditional birthing practices in Singapore, what practices were undertaken and 
what factors influence adherence. This phase was considered important given 
the lack of information about traditional birthing practices in Malay and Indian 
cultures and the general lack of research on this topic in Singapore. 
Information gained from the qualitative interviews with childbearing women 
was used to develop items for an instrument to survey a large sample of 
Singaporean women in the Phase 2 study.  
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Chapter 4 presents the method used in the Phase 2 study. It describes the 
development of the survey tool and procedures used to survey a large sample 
of postnatal women from three large tertiary hospitals in Singapore. This 
chapter describes the inclusion and exclusion criteria for the population of 
interest, data collection methods, and the ethical considerations of the 
research. The approaches to data analysis are described in detail. This chapter 
also presents the analysis of the results. The representative nature of the 
sample is presented and data in relation to the questions of the study are 
outlined. Descriptive statistics such as mean, median, range, and percentages 
are used. Reliability of the instruments is also presented. Traditional birthing 
practices adhered to by Singaporean Chinese, Malay, and Indian women are 
presented including similarities and differences among participating groups. 
The effects of traditional birthing practices on emotional well-being, social 
support, and breastfeeding self-efficacy are investigated using multiple linear 
regressions. 
Chapter 5 discusses the research findings in relation to the literature and 
presents an overview of current traditional birthing practices of Singaporean 
women. Similarities and differences of cultural practices are highlighted. 
Reasons for adherence and person/persons influencing such practices will also 
be discussed. The chapter also discusses the effect of traditional birthing 
practices on emotional well-being, social support, and breastfeeding self-
efficacy. 
Finally, the thesis concludes in Chapter 6 with the summary, implications and 
recommendations of the study for practice and further research. The 
implications of this study explain the need for healthcare professionals to be 
aware of traditional birthing practices of Singaporean women. Furthermore, 
there is a need for healthcare professionals to be sensitive to women’s 
traditional birthing practices and attempt to integrate such practices where they 
do not pose any danger to women and their infants. This chapter also 
highlights the importance of healthcare professionals to be updated and 
educate women on the risks or benefits of traditional birthing practices.  
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Chapter 2 Literature Review 
2.1 Introduction 
This chapter summarises Chinese, Malay, and Indian traditional birthing 
practices associated with the perinatal period that have been published in 
various resources such as journal articles, reports, books, and online sources in 
English. A search of the major databases such as Cochrane, PubMed, 
MEDLINE, Scopus, PsycINFO, ScienceDirect, SciFinder, and Web of 
Science was undertaken to retrieve English language publications for the 
period 1966 to 2010. Keywords used were practices, rituals, customs, 
pregnancy, antenatal, labour childbirth, confinement, postnatal, Chinese, 
Malay, and Indian. Reference lists of all relevant articles obtained were 
checked and additional potentially relevant articles retrieved.  
This review identifies commonalities in practices across cultures, and 
considers the implications of these practices for the provision of perinatal 
healthcare. Although there is more available, information on Chinese postnatal 
practices, there is minimal information available on Chinese prenatal and 
labour/delivery traditional birthing practices. There is minimal information 
available on Malay and Indian perinatal practices, such that the researcher will 
refer frequently to the same cited reference. This chapter will also present 
studies on factors affecting emotional well-being, social support and 
breastfeeding self-efficacy.  The chapter will also comment on the rigour of 







2.2 Traditional birthing practices 
2.2.1 Concept of ‘hot’ and ‘cold’, and ‘humoral theory’  
Chinese, Malay, and Indian women adopt the concept of ‘hot’ and ‘cold’ in 
their birthing practices. According to Laderman (1987), the roots of these 
beliefs can be traced back to ancient medical belief systems including Chinese, 
Indian, and Greek, which all bear components of humoral theories. The 
humors were part of an ancient theory that believes that health came from 
balance between the bodily liquids. The humors are phlegm (water), blood, 
gall (black bile thought to be secreted by the kidneys and spleen) and choler 
(yellow bile secreted by the liver) (Laderman, 1987).  
While the exact descriptions of the elements and forces differ, all emphasise 
maintaining a balance of opposing forces to promote health. For example, the 
Chinese expound the yin and yang theory, while Indian culture refers to the 
three doshas in Ayurveda, and Malay humoral theory is underpinned by the 
concept of ‘wind’. An understanding of these forces informs various beliefs 
and practices followed closely by some women and their relatives during the 
perinatal period. 
Traditional Chinese Medicine (TCM) relies on the cosmic principle of yin and 
yang. An illness is defined by TCM as a disorder of yin and yang (Ngai, 
1997). Achieving the balance of yin and yang is an essential aim for most 
TCM. Yin means ‘shady’, and is associated with the phenomenon of cold, 
winter, cloudy, rainy, and darkness. It symbolises femininity, inferiority, and 
negativity (Ngai, 1997). Yang means ‘sunny’, is associated with heat and 
summer, and symbolises masculinity, externality, superiority, and positivity 
(Ngai, 1997). The Chinese believed that this binary opposition system operates 
within the whole universe, a human body, or any existing substance (Ngai, 
2002). Any disequilibrium of yin and yang may result in disease. 
Laderman (1983) found that Malay women adopted humoral pathology, 
versions which are found in Arabic, Chinese, Malay, and Indian Ayurveda 
medicine. Malay concepts of ‘hot’ and ‘cold’ are similar to the Chinese. This 
classification of ‘hot’ and ‘cold’ are discussed in detail in Laderman’s (1983) 
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anthropological study of Merchang women in Terengganu, Malaysia during 
1975 to 1977. ‘Hot’ foods include both animal and vegetable fats because they 
satiate the appetite quickly and give a feeling of well-being. Durian, a famous 
local fruit has a high fat content and is also classified as ‘hot’. Alcohol, spices, 
and animal proteins excluding fresh fish are considered ‘hot’ (Laderman, 
1983). Salty and bitter foods are also considered ‘hot’. Fruits and vegetables 
are considered ‘cold’.  
Choudhary (1997), in a study on traditional practices of women in India, 
reported the same classification of ‘hot and ‘cold’ food in the Indian Ayurveda 
concept. He added that ‘hotness’ and ‘coldness’ of food does not depend on 
the serving temperature or the spicing of food but rather the content of the 
food. Food containing proteins, alcohol, spices, salt, and bitter tasting food is 
considered ‘hot’. 
Adhering to the concept of ‘hot’ and ‘cold’ and humoral theory are important 
for all women in the three cultures. These concepts are of greater importance 
during the perinatal period (Manderson, 1981; Cheung, 1997; Choudhary, 
1997; Cox, 1998). If properly carried out, it is believed that confinement 
rituals can prevent the woman from suffering health problems in years to come 
(Laderman, 1983, Manderson, 1981; Cheung, 1997; Choudhary, 1997; Cox, 
1998). Conversely, it has been traditionally believed that if a woman does not 
adhere to the above concepts/practices, various ailments will establish 
themselves in her body and surface in middle age (Laderman, 1983, 
Manderson, 1981; Cheung, 1997; Choudhary, 1997; Cox, 1998). Although 
women may not be able to tell if these cultural birthing practices have an 
impact until much later, they will still comply with such practices for fear of 
ailments in later age (Ngai, 1997; Cheung, 1997; Choudhary, 1997; Cox, 
1998; Kaewsarn, Moyle, & Creedy, 2003). 
2.2.2 Antenatal traditional birthing practices 
Childbirth is a time of transition and celebration in many societies around the 
world. Raven, Chen, Tolhurst, & Garner (2007) found that women’s transition 
from birth to motherhood is influenced by economic, religious, and kinship 
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systems, as well as the growing sophistication of health communication and 
medical technology. In Asia, a continuum ranging from traditional practices to 
modern maternity care is practised by women throughout the perinatal period. 
2.2.3 Concept of ‘conception’ 
Humoral concepts are a major component of Malay beliefs regarding 
pregnancy. Malay couples believe that conception takes place only when the 
couple’s bodies are in a ‘cool’ state, an event that occurs once a month and not 
affected by the woman’s menstrual cycle because it is believed that women do 
not know when conception will occur. It can only happen on ‘the days the 
seeds fall’ or hari jatuh benih, which occurs on any one of the days in each 
Islamic month. Traditionally, Malay women believed that coolness is vital to 
the developing embryo since, during the early weeks, it is perceived to be 
similar to a ‘lump of blood’ which may be liquefied by heat. Using this 
principle, Malay women who wish to avoid pregnancy try to abstain from 
intercourse on any of the days the seeds might fall and if intercourse occurs, 
recite post-coital incantations exhorting the embryonic blood to liquefy. There 
is, however, no available data on how ‘hot’ and ‘cold’ states are believed to 
assist in conception by Chinese and Indian women. There is no available 
information in English that discuss the state of ‘coldness’ to encourage or 
prevent pregnancy. 
2.2.4 Behavioural precautions in antenatal period 
There is also a range of behavioural precautions that are followed to prevent 
adverse events, such as falling, which may result in a miscarriage. Laderman 
(1983) found that if women received a blow to the back, it was believed that 
this could dislodge the placenta from its ‘mooring to the backbone’. To 
prevent miscarriage, Chinese women are advised against moving heavy 
objects and wearing of high-heeled shoes during pregnancy. All these 
precautions are to safeguard the well-being of the unborn child. However, 
Choudhary (1997) stated that there are no cultural taboos regarding physical 
activity of Indian women during pregnancy. There is no other available 
information in English regarding Indian traditional birthing practices. 
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Using humoral concepts, to prevent abortion during pregnancy, Malay women 
take care of their health to avoid fever. Laderman (1987) found that Malay 
women avoid getting fever because it is believed that fever causes heat to 
descend from the naturally warm head to the womb and may induce abortion. 
To prevent this from happening, feverish women place cooling 
medicines/lotions on their heads.  
Laderman (1987) also found that Malay women observed the concept of 
dalam pantang or confinement. Pantang is seen as a guide for behaviour. 
Pantang is often considered as taboo however, unlike taboos, pantang is not 
forbidden by supernatural strictures, nor does it carry a punishment for non-
observance. Pantang is practical-sounding advice such as suggesting that 
women refrain from sleeping during the day for fear that heat might collect in 
their cheeks and make them swell. Other pantang may involve simple daily 
events such as ‘do not sit on the floor but instead use a chair for fear that the 
ankles might swell’ (Laderman, 1987). Sometimes, the pantang can reflect a 
belief of sympathetic magic. Malay women are not allowed to tie cloths 
around their neck in the belief that it may result in the umbilical cord looping 
itself around the unborn baby’s neck. Unlike Chinese men, Malay men are 
included in the antenatal pantang. Laderman (1983, 1987) states that fathers 
are warned that sitting on their house steps may obstruct a woman’s birth 
canal and thus lead to a difficult labour. 
2.2.5 The ceremony of ‘rocking the abdomen’ 
Unlike Chinese antenatal birthing practices that solely use the concept of yin 
and yang, Malay antenatal birthing practices are not only humoral but also 
spiritual and influenced by religious beliefs. During the seventh month of a 
primagradiva’s pregnancy, the ceremony of rocking the abdomen (lenggang 
perut) is performed by a traditional Malay birth attendant. Laderman (1987) 
stated that the ritual combines the symbols of release and rebirth, such as 
loosening slipknots and passing through circles, with humoral ‘balancers’. 
During the ceremony, the woman is bathed in cold water mixed with squeezed 
‘cold’ lime juice. Tepung tawar, the neutralising rice paste is added to the 
water and painted on the foreheads of both the birth attendant and the pregnant 
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woman. It is believed to help neutralise the fire and air of relevant spirits. 
Then, the Malay woman lies on a mat while the traditional midwife feels her 
bare abdomen to determine the position of the baby in the womb. Seven cloths 
of different colours are placed beneath the woman. The traditional midwife 
and the woman’s mother sit on either side of her and tie each cloth in turn 
loosely over her abdomen, rock her gently, untie the cloth, and pull it out from 
under her. The release of each cloth signifies the release of the woman from 
spiritual danger. Next, the traditional midwife applies herbs on the woman’s 
abdomen. The fetus is believed to be protected from heat by ‘cooling’ herbs 
which are strung around the woman’s waist. It is believed that all these 
measures help the woman to deliver her baby safely. However, Laderman 
(1987) noted that lenggang perut is not widely practised now but some Malay 
families will request for Islamic prayers and water used for ablutions at the 
mosque to substitute the lenggang perut ceremony. 
Antenatal traditional birthing practices may differ across the three cultures. 
However, the aim of each birthing practice is to facilitate a safe delivery of the 
child. With this in mind, women adhere to the above practices (Laderman, 
1983; 1987). As there is no recent study to identify whether such practices still 
exist, it is difficult to draw any conclusions on how these practices may affect 
women during the antenatal period and how these practices affect women 
emotionally and socially.  
As there is no information in English on ceremonial activities during the 
antenatal period for Chinese and Indian women, it is unclear whether such 
activities are being practised. 
2.2.6 Dietary practices during pregnancy 
Dietary practices for Chinese, Malay, and Indian women do not differ greatly. 
Chinese women are not allowed to drink or consume ‘hot’ medicines such as 
traditional Chinese herbs or consume snakes during pregnancy. Malay women 
do not consume akar kayu and other ‘hot’ medicines such as penicillin during 
their pregnancy. Malay women are also discouraged from eating durian 
because of its ‘heating’ properties during the early months of pregnancy. 
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Jackfruit is also avoided by Malay women because it can cause digestive 
upset. Aside from these few dietary precautions, a pregnant Malay woman’s 
diet does not vary greatly from her pre-pregnant diet. 
Indian women too, hold a general belief that ‘hot’ foods are harmful and ‘cold’ 
foods are beneficial during the antenatal period. Choudhary (1997) reported 
that pregnancy was believed to generate a state of ‘hotness’, it is therefore 
thought desirable to attain balance by eating ‘cold’ food. ‘Cold’ foods are 
recommended to Indian women during early pregnancy to avoid miscarriage. 
‘Hot’ foods are however, encouraged during the last stages of pregnancy to 
facilitate the expulsion of the fetus.  
 
Choudhary (1997) found that the practice of eating less during pregnancy is 
common in women in India. It is believed that excessive eating results in large 
newborns and difficult deliveries. However, Choudhary (1997) concluded that 
eating less is more prevalent among the less affluent due to their inability to 
purchase more food. Thus, such birthing practices may not be used by 
Singaporean Indian women who have the resources to maintain a good diet. 
2.2.7 Fasting in pregnancy 
As the majority of Malay women are Muslim, dietary restrictions during 
Ramadan apply even when they are pregnant. Ramadan, the ninth month in the 
Islamic calendar is the month of fasting for Muslims. A pregnant woman 
however, is exempted from fasting if she has reasons to believe that her health 
or that of her fetus will be affected if she fasts. Joosoph, Abu, & Yu (2004) in 
a study of 125 Singapore Malay/Muslim women at a tertiary hospital showed 
that only 30% of primigravida women surveyed did not fast. All respondents 
surveyed reported that fasting during Ramadan was essential. Positive 
encouragement from their families and spouses contributed to Malay women 
fasting during the antenatal period. 
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2.2.8 Factors influencing adherence and traditional antenatal practices 
There has been a great deal of change in the lives of women since studies on 
traditional practices were conducted in the 1970s, and it is unclear as to the 
extent to which practices described are still relevant in contemporary 
Singaporean society. There are no recent studies on changes and current trends 
in cultural birthing practices. There are also no studies available to date that 
discuss Indian women’s antenatal birthing cultural practices. Only one paper 
reviewed discussed the antenatal taboos among 60 Chinese women in Hong 
Kong.  
Lee, Ngai, Ng, Lok, Yip, & Chung (2009) conducted in-depth interviews and 
a self-report survey in an antenatal clinic of a university-affiliated hospital and 
found that antenatal taboos were still commonly observed by Hong Kong 
Chinese women in order to avoid misfortune. Miscarriage, fetus malformation, 
and fetal ill-health were the key cultural fears that influenced Chinese women 
to observe the traditional taboos. However, one quarter of the women 
interviewed were unhappy and disputed the traditional taboos. These women 
were found to have a higher level of depression in late pregnancy and after 
childbirth. Given the high level of adherence to the taboos, it can be inferred 
that most women do not reject the notion that they are at least partially 
accountable for any pregnancy loss or mishap. They may be persuaded by 
family and friends with regard to their responsibility to safeguard the well-
being of the fetus by following the cultural birthing practices, irrespective of 
inconvenience and irrationality. 
The cultural fears and imposed responsibility may explain the dualism 
observed among Chinese, Indian, and Malay women. Although, they seek the 
best available medical care from the hospital setting, these women may still 
adhere to some cultural birthing practices that their healthcare professionals 
may not recommend. Women may believe that practising these taboos was not 
only about maternal well-being but also about upholding the health of the next 
generation (Lee et al., 2009). Another reason for adhering to antenatal taboos 
relates to women’s desire to maintain the socio-moral protection conferred by 
antenatal taboos. Lee et al. (2009) found that traditional practices, such as 
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restrictions on heavy household chores, define the pregnancy as a vulnerable 
period that requires rest and protection. So, although some taboos are already 
out-dated and dysfunctional, women still prefer to maintain the practices. 
An excessive romanticising of traditional birthing practices and traditions may 
affect the experiences of women. Antenatal taboos applied to Chinese and 
Indian women may also perpetuate an intrinsically unequal gender relationship 
within marriage (Zachariah, 2009). For example, gender inequality may be 
reflected in the notion that only the mother is responsible for the health of the 
baby. This differs in Malay families, whereby the father is also involved in the 
antenatal taboos. Thus, both parents play an active role in the well-being of the 
unborn child. However, there are few studies about the cultural birthing 
practices of Chinese, Malay, and Indian women during the antenatal period. 
There is a need to inform our understanding of contemporary traditional 
antenatal practices. 
2.3 Labour/Birth traditional birthing practices 
There is no available information/literature in English on Chinese traditional 
birthing practices during labour or birth. There is limited information on 
Malay and Indian labour/delivery traditional birthing practices. Only two 
authors were found to have published in this area, Laderman (1987) discusses 
Malay traditional birthing practices and Choudhary (1997) discusses Indian 
traditional birthing practices. Laderman (1987) describes Malay traditional 
birthing practices during labour and birth whereby the traditional midwife 
assists the Malay woman to lie in the direction that corresponds to the heat of 
the prevailing wind of the day. However, north is usually avoided because 
Muslim corpses are buried facing in that direction. The east is also avoided as 
it is the holy direction towards Mecca where Malay Muslims pray. Thus, it can 
be concluded that the value of harmony in giving birth for Malay women 
includes both humoral and religious ideas. 
Humoral measures such as rubbing of ‘hot’ substances like lime paste on the 
Malay woman’s abdomen to ease birth is often performed. Laderman (1987) 
found that Malay women also adopt ‘naturalistic’ measures such as tying a 
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rolled-up sarong above the labouring woman’s abdomen, just below the uterus 
to keep the fetus from ‘falling’. ‘Natural’ measures also include placing sharp 
and spiny objects beneath the place of birth to ward away bad spirits. 
However, it is interesting to note that during a traditional birth, the Malay 
woman has a final say on how she wants the birth to be. She can determine her 
position during labour and whether to eat or drink (Laderman, 1987). 
2.3.1 Treatment of the placenta 
After birth, Laderman (1987) reported that the placenta of the Malay woman is 
placed in a ‘winding’ sheet and coconut shell and then buried. Indian women 
according to Choudhary (1997) dispose of the placenta by placing it under the 
floor of the room where the birth took place, or in the courtyard of the house. 
Similar to Malays, Indian women believe that the placenta is buried to keep 
evil spirits away as well as influencing the well-being of the newborn. 
However, this practice is not observed by an Indian woman if she gives birth 
in hospital (Choudhary, 1997). 
Given the dearth of recent studies, it is difficult to determine the extent to 
which traditional cultural birthing practices of Malay and Indian women are 
practised today. As most births now occur in hospital, many traditional 
cultural birthing practices are prohibited and the extent of adherence cannot be 
determined (Choudhary, 1997; Laderman, 1987).  
2.4 Postnatal traditional birthing practices 
There is more information in English regarding postnatal traditional birthing 
practices. Chinese, Malay, and Indian postnatal traditional birthing practices 
are predicated on the belief that the body of a new mother needs to be nursed 
slowly back to its prenatal state of well-being (Laderman, 1987; Cheung, 
1997; Choudhary, 1997; Davis-Floyd & Sargent, 1997). This period of 
convalescence immediately following childbirth is known as confinement. 
Confinement is commonly known as a formalised, month-long period of rest 
during which women are assisted by the extended family to promote recovery 
and allow ‘loose’ bones to return to their previous position (Cox, 1998, 1999; 
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Liu-Chiang, 1995; Matthey, Panasetis, & Barnett, 2002; Tien, 2004; Chien, 
Tai, Ko, Huang, & Shen, 2006).  
2.4.1 Confinement period 
In China, the one month postnatal period is called zuo yuezi. The direct 
translation means ‘doing the month’. However, there are some authors who do 
not agree with the direct translation of zuo yuezi. Ngai (1997) reported the 
direct translation as ‘sitting in’. This is because the Chinese word ‘zuo’ in the 
phrase zuo yuezi, means to sit. Also, the pronunciation ‘zuo’ can mean either 
‘to sit’ or ‘to do’ when written in different strokes of Chinese characters. 
Zuo yuezi is embedded in Chinese culture and is practised not only in China, 
but also by Chinese living in other parts of the world. Studies in Hong Kong 
(Holroyd, Fung, Lam, & Sin, 1997a), Taiwan (Heh, Fu, & Chin, 2001), 
Scotland (Cheung , 1997), California (Fishman, Evans, & Jenk, 1988), 
Australia (Matthey, Panasetis, & Barnett, 2002), Malaysia (Poh, Wong, & 
Norimah, 2005) and Singapore (Chee, et al., 2005) have consistently reported 
that Chinese women practised zuo yuezi to a certain extent after childbirth with 
many Chinese women remaining at home for a period of 30 days.  
Laderman (1987) found that Malay women, the majority of whom are Muslim, 
observe a 40-day period of rest according to Islamic beliefs. The 40 days of 
postnatal confinement is called dalam pantang (Laderman 1983; 1987). This 
practice is also similar to the 40 days of confinement practised among Indian 
women (Choudhary, 1997). Although the length of time for confinement 
differs among Chinese, Malay, and Indian women, the nature of the practice is 
similar as all cultures adhere to the concept of ‘hot’ and ‘cold’ and humoral 
theory. 
According to some recent studies, women with an educated husband and those 
living in major urban cities may be less likely to participate in these 
confinement practices or may observe the postnatal confinement period for a 
shorter time (Liu, Mao, Sun, Liu, Chen, & Ding, 2006; Chien, Tai, Ko, Huang, 
& Shen, 2006). This is important to note as it may impact on the level of 
adherence by women to other traditional birthing practices.  
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It is common for women to receive considerable social support around the 
time of birth from their family members. Family members such as the 
woman’s mother, mother-in-law, or other female relative, care for the woman 
and her infant during the postnatal confinement period (Cox, 1998; Leung, 
Arthur, & Martison, 2005; Chien, et al., 2006; Raven, et al., 2007). The 
support often includes practical assistance such as household chores or 
cooking, as well as providing the women with information on how to care for 
herself and the infant (Holroyd, Fung, Lam, & Sin, 1997; Cheung, 1997). 
Laderman (1983) found that Malay women may involve traditional birth 
attendants in the provision of care during confinement. This is similar to 
practices by Indian women who engage a local dai or midwife who will visit 
and perform hours of massage for the woman and the newborn (Choudhary, 
1997). 
2.4.2 Behavioural practices during the postnatal period 
With the expulsion of the baby during childbirth and subsequent loss of ‘hot’ 
blood, it is traditionally believed that the woman enters into a ‘cold’ state that 
lasts until her ceremonial release, 40 days for Malay and Indian women and 30 
days for Chinese women. Women from the three cultures under investigation 
adopted similar behavioural practices in the postnatal period. In studies with 
Chinese women, researchers have noted that during the postnatal confinement 
period, women are not allowed outdoors and need to wear warm clothing 
because it is a believed that the ‘wind’ will enter their body and cause illnesses 
such as arthritis and rheumatism in their later life (Ngai, 1997; Matthey et al., 
2002; Chien, et al., 2006; Raven, et al., 2007; Lee, et al., 2009). Malay and 
Indian women hold similar beliefs which are consistent with the theory of 
‘hot’ and ‘cold’. As pregnancy is viewed as a ‘cold’ state, the objective of 
birth is to balance the ‘cold’ with ‘hot’ so that the body reaches a state of 
equilibrium. During the postnatal confinement period, specific activities may 
be prohibited. Activities prohibited for Chinese women include crying, 
reading, or watching television in order to prevent eye problems in a later age 
(Pillsbury, 1978; Cheung, 1997; Davis, 2001). 
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2.4.3 Applying hot stones 
Laderman (1983) reported that in order to achieve and maintain a ‘hot’ state, 
Malay woman followed several rites during the postnatal period. After the 
woman is bathed, her abdomen is rubbed with a paste made from ginger, 
garlic, tamarind, and lime. These ‘hot’ substances in the paste are supposed to 
help shrink the uterus. A long sash is then wound tightly around her waist to 
help her regain her shape. The men in the family will set up a ‘roasting bed’ or 
salaian and the women in the family will prepare the tungku or ‘hot stone’ 
which is a smooth flat stone heated on the hearth and wrapped in cloth, about 
the size of a hot water bag and used for a similar purpose. The postnatal 
woman will place the tungku on her abdomen to add heat and relieve 
discomfort. The salaian on the other hand is a simple wooden frame with 
boards across its width on which an old floor mat is placed. The postnatal 
woman lies on her ‘roasting bed’ under which is a large pot or box containing 
a small wood fire. The heat of the fire is believed to dry up the woman’s 
lochia faster, encourage the rapid involution of the uterus, close the cervix and 
aid the mother in regaining her youthful figure and tight vagina. The current 
use of the ‘roasting bed’ and ‘hot stone’ during postnatal period by Malay 
women cannot be determined as it has not been mentioned in recent studies. 
There is also no information in English to indicate the use of hot stones in 
Chinese and Indian women. 
2.4.4 Staying indoors 
Raven, Chen, Tolhurst, & Garner (2007) conducted a qualitative study in two 
maternity hospitals in a rural and an urban area of Fujian, China, to examine 
perspectives of Chinese families, health workers, and traditional medicine 
practitioners on birthing practices. Results from this study identified zuo yuezi 
as having four components: dietary precautions, hygiene, behavioural 
precautions, and infant feeding. Chinese women are advised to stay indoors 
during the postpartum period which is similar to the advice given to Indian 
and Malay women (Laderman, 1983, 1987; Choudhary, 1997). It is believed 
that the wind will enter the body and cause illnesses, namely arthritis and 
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rheumatism later in their life, give rise to poor appetite, and increase the 
chance of catching a cold.  
Raven et al. (2007) mentioned that visitors are limited so the woman has time 
to rest and recuperate, as well as minimise the risk of any infections passing to 
the mother and newborn. Laderman (1983, 1987); Choudhary (1997) & Raven 
et al. (2007) reported that it is believed that the lack of rest will disturb the 
baby and adversely affect milk production in the mother.  
2.4.5 Pampering the mother 
Jones (2002) in her study of traditional postpartum rituals of India, North 
Africa, and the Middle East mentioned that the application of henna on a 
woman after she gives birth is a traditional way to deter disease, depression, 
and poor bonding with her infant. Henna applied to the woman’s feet is 
intended to prevent her from performing any housework because henna paste 
needs to be left undisturbed for more than six hours thus allowing the woman 
time to rest. She too, would be comforted to have her friends around. The 
application of henna was also intended to be comforting to have beautiful feet 
again after not seeing them for several months due to the protruding abdomen.  
However, Choudhary (1997) did not mention the use of henna as a ritual in 
Indian cultural birthing practices. Thus, it is difficult to determine the extent to 
which henna is a well-accepted cultural postpartum practice in the Indian 
community worldwide. There is no information in English regarding the use of 
henna to pamper women in Chinese and Malay women during the postnatal 
period. 
2.4.6 Sexual activity 
Commonly, sexual activity is forbidden during zuo yuezi (Ngai, 1997; Liu, 
Mao, Sun, Liu, Chen, & Ding, 2006; Raven et al., 2007; Lee, Ngai, Ng, Lok, 
Yip, & Chung, 2009) because it was reported that women can contract a male 
disease called so-lo if they have intercourse within a hundred days of 
childbirth. This disease can cause taidu (womb poison) and is regarded as fatal 
if not treated promptly with Chinese medicines. 
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However, the trend has since changed as reported by Liu et al. (2006) in a 
cross-sectional retrospective study of 2100 women in China. The earliest 
sexual intercourse initiation among participating women was the 10
th
 day after 
delivery. Laderman (1987) found that traditionally, Malay-Muslim women 
considered themselves as unclean during the postnatal confinement period and 
they took a purification bath after they had stopped bleeding. Prior to this 
time, sexual intercourse is prohibited. There is however, no literature available 
on abstinence from sexual intercourse by Indian women. 
2.4.7 Bathing restrictions 
Chinese, Malay, and Indian women have specific bathing restrictions during 
the postnatal confinement period. Cold baths or showers are strictly prohibited 
for 30 days in order to avoid blood clots, sore bones, and joints in Chinese 
women (Ngai, 1997; Matthey et al., 2002; Poh et al., 2005; Chien et al., 2006; 
Liu et al., 2006; Raven et al., 2007). Indian (Choudhary, 1997) and Malay 
women (Laderman, 1987) however, are permitted to use boiled water for 
bathing. 
Wang, Wang, Zhou, Wang, & Wang (2008) conducted a retrospective cross-
sectional study of 1813 women in Hubei province, China. The study found 
that in maintaining the balance of ‘hot and ‘cold’, many women adhered 
closely to traditional behaviours. However, it was noted in the study that some 
traditional birthing practices may not be beneficial for women. Prohibiting 
behaviours such as shampooing their hair, brushing their teeth, and bathing 
could reduce the quality of the women’s lives or even result in postpartum 
infection. Similar conclusions were drawn by Holroyd, Fung, Lam, & Sin, 
(1997) and Leung, Arthur, & Martison (2005) who also reported that non-
adherence to such cultural birthing practices are believed to potentially cause 
illness for women in their later life. 
2.4.8 Diet during the postnatal period 
Adhering to a special diet has been consistently reported by authors 
investigating traditional birthing practices from the three cultures (Laderman, 
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1983 and 1987; Choudhary, 1997; Raven et al., 2007). It is a common belief 
that ‘cold’ food should be avoided during the postpartum confinement period. 
‘Cold’ foods such as fresh fruits and vegetables are avoided because they can 
give rise to diarrhoea in the baby and mother, body swelling, stomach 
discomfort, aches, pains, and cough (Raven et al., 2007, p.5). ‘Hot’ foods are 
encouraged to restore harmony and balance as they are high in protein. Indian 
women consume ‘hot’ food such as milk, ghee, nuts, and jaggery (Choudhary, 
1997), while Chinese women consume pig trotters prepared with ‘hot’ 
ingredients like ginger, sesame oil, and vinegar at every meal during the 
postnatal confinement period. Malay women’s postnatal diets often consist of 
rice, fish, bread, cakes, and crackers, chillies, and spices. Laderman (1983) 
reported that eggs are eaten every day by Malay women mixed with honey, 
black pepper, and yeast which are considered very ‘hot’ foods. Consuming 
these foods is believed to promote the well-being of the mother (Laderman, 
1987; Choudhary, 1997; Raven et al., 2007). 
It is important to note that the Malay diet during the postnatal period appears 
to be based on similar principles as Chinese ‘hot’ and ‘cold’ foods to restore 
the desired humoral balance (Laderman, 1987; Manderson, 1981). However, 
for Malays, there are more categories of food than simply ‘hot’ and ‘cold’; and 
there appears to be disagreement in Malay society as to which foods fit into 
which category (Dixon, 1993). However, it is agreed in both Chinese and 
Malay traditional beliefs that the classification of pineapples as ‘sharp’ and 
‘prawns’ as ‘itchy’ (Manderson, 1981). 
2.4.9 Toxic foods to avoid 
Besides attempting to regain the normal humoral balance by increasing ‘heat’ 
and refraining from eating ‘cold’ food, Malay women avoid a number of foods 
which they consider bisa or ‘toxic’. Laderman (1987) found that Malay 
women avoided some fish which they consider as bisa because it had been 
linked to toxic reactions by ichthyologists. A similar study was conducted by 
Poh, Wong, & Norimah (2005) with 134 Chinese mothers of children under 
one year of age, recruited from three Maternal and Child Health Clinics and a 
Maternity Hospital, in Kuala Lumpur, Malaysia. They found that 58% to 96% 
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of respondents considered seafood (including squid, cockles, prawn, and 
crabs) and most fish (including kembung, pari, tuna, sardine, and bilis) as 
‘poison’ and were prohibited for postnatal women. Conversely, Poh (2005) 
found that not all fish are considered bisa. Ikan haruam was reported to be 
encouraged by a quarter of the women interviewed as it enhanced dermal 
wound healing (Baie & Sheikh, 2000) and was especially encouraged for 
women who underwent a caesarean section. 
2.4.10 Traditional medicines 
Special tonics and other forms of traditional medicines are sometimes used 
during the postnatal confinement period. These special tonics and foods are 
prescribed by the traditional midwife for Malay and Indian women and the 
certified confinement nanny or traditional Chinese herbalist for Chinese 
women. Choudhary (1997) found that Indian women used herbs such as 
sathora and haluua, heating spices such as ginger, cumin, and turmeric to 
promote milk production, warm the mother, and expel the childbirth blood. 
Malay mothers are reported to drink ‘hot’ herbal remedies such as three 
glasses of akar kayu or sepang kerdang and three glasses of warm milk a day 
(Laderman, 1987). Meanwhile Chinese women use ginger to help ‘renew the 
blood’ in the postnatal confinement period (Matthey, Panasetis, & Barnett, 
2002; Tien, 2004).  
2.5 Emotional well-being 
Emotional well-being is defined as a person’s ability to understand the value 
of their emotions and use them to move life forward in positive directions 
(Longman Dictionary, 2013). Everyday emotional well-being involves 
identifying, building upon, and operating from the person’s strengths rather 
than focusing on fixing problems or weaknesses. The better a person is able to 
master their emotions, the greater their capacity to enjoy life, cope with stress, 
and focus on important personal priorities. Lee, Ngai, Ng, Lok, Yip, & Chung 
(2009) surveyed 832 women and also conducted interviews with 60 of them. 
Data was collected at an antenatal clinic in Hong Kong. Participants 
completed the Beck Depression Inventory (BDI) at 32 weeks and immediately 
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after birth. Even though the author made comparisons of depression scores 
during pregnancy and immediately after birth, administering the BDI 
immediately after birth may not accurately measure the emotional state of 
women, as they were likely to be tired after labour and somewhat emotional 
due to dramatic hormonal changes. Women were interviewed by Lee, Ngai, 
Ng, Lok, Yip, & Chung (2009) during pregnancy to understand more about 
their pregnancy-related taboos during the postnatal period. However, 
understanding their pregnancy-related taboos and traditional birthing practices 
may not provide an accurate measure of women’s adherence to such practices. 
Women’s perceptions or attitudes toward traditional birthing practices may 
change between pregnancy and the postnatal period (Cheung, 2006).  
Raven, Chen, Tolhurst, & Garner (2007) conducted interviews with 36 family 
members, eight health workers in Fujian province on their traditional birthing 
practices at four months postnatal. The interviews were conducted in 
Mandarin in the women’s homes. Interviewing women in their own homes 
with questions pertaining to how they felt about traditional birthing practices 
may not be conducive for open disclosure as some women may not have been 
able to express negative feelings about adherence to traditional birthing 
practices in case family members overheard their comments. Women may feel 
obligated to say positive things about traditional birthing practices in the 
presence of their husbands, mothers and mothers-in-law. 
Holroyd, Twinn, & Yim (2004) conducted telephone interviews with 100 
primiparous women attending antenatal classes in two hospitals. Women were 
interviewed within six weeks postnatal. The interviews focused on traditional 
birthing practices during the postnatal period. Each telephone interview took 
approximately 15 minutes. A pilot study was used for the telephone interview 
guide with six women prior to the major study. An advantage of telephone 
interviews is minimal intrusiveness on family life (Burns & Groove, 2009). 
However, 15 minutes per woman is a relatively short time for an interview and 
may have limited the amount of information offered by the women. It could be 
that during the brief interview, the researcher may have led women to answer 
in a particular way that may have contributed to biased results.  
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Matthey, Panasetis, & Barnett (2002) conducted interviews with 102 migrant 
Chinese women living in Sydney, Australia at six weeks postnatal. Women 
were recruited from antenatal clinics of three public hospitals. After birth, a 
research assistant visited the women at home and administered various self-
report questionnaires and conducted a structured interview. The structured 
interviews included questions about traditional birthing practices that the 
women may have followed and their perceptions about the level of social 
support received. Measurement of moods was undertaken using the Chinese 
version of the Edinburgh Postnatal Depression Scale and the General Health 
Questionnaire. Interviews were conducted within the first six weeks postnatal 
and some women may not have completed their confinement. Information 
given at this early stage maybe inaccurate as women’s perceptions and 
attitudes towards traditional birthing practices may differ across time (Cheung, 
1997). 
A cross-sectional study conducted by Chien, Tai, Ko, Huang, & Shen (2006) 
aimed to describe adherence of traditional birthing practices during the 
confinement period and explore associations between adherence to traditional 
birthing practices with physical symptoms and depression among postnatal 
Chinese woman in Taiwan. Two hundred and two women completed a mailed 
questionnaire at four to six weeks postnatal. The Chinese version of the Center 
for Epidemiological Studies Depression Scale (CES-D) was used to assess 
emotional well-being. Adherence to doing the month and severity of postnatal 
physical symptoms were also measured using a scale developed for this study. 
Although a response rate of 73.9% was achieved, it was possible that women 
who did not respond may have been at greater risk of adverse physical 
symptoms and/or depression than women who participated.  
2.6 Social Support 
Similar to how traditional birthing practices affect women’s emotional well-
being, social support has been identified as an important protective factor for 
childbearing women. Currently, the partner is usually highly valued as a 
source of support during pregnancy. Studies show that support from the 
partner was associated with positive maternal birthing experiences, better 
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maternal outcomes, and less pain relief during labour (Yim, 2000; Hildingson, 
2008; Zachariah, 2009). Conversely, lack of, or disappointment with partner 
support has been associated with high levels of anxiety during pregnancy, 
postnatal depression, and premature discontinuation of breastfeeding (Yim, 
2000; Hildingson, 2008; Zachariah, 2009).  
A positive childbirth experience usually culminates in maternal perceptions of 
well-being (Yim, 2000; Essex & Pickett, 2008; Hildingson, 2008; Zachariah, 
2009). Studies have shown that knowledge about birth and understanding 
about the ways of achieving an uncomplicated birth are associated with 
positive outcomes for women and babies. Social support during labour is an 
important intervention employed to achieve positive childbirth experiences 
and breastfeeding success in many settings (Dennis, 2002a).  
2.7 Breastfeeding self-efficacy 
The review of the literature identifies that women in the three cultures are 
encouraged to breastfeed their infant after delivery. Certain dietary 
prescriptions adopted by women were related to breastfeeding. Malay women 
were encouraged to consume ‘hot’ foods and drinks while fruits and raw, sour, 
spicy, greasy, or oily food were avoided. Spicy foods were avoided by 
Chinese women and Indian women avoided ‘cold’ food when the baby had 
symptoms of a cold. Chinese women consumed various foods such as papaya, 
fish soup, with pig trotters in vinegar to increase milk production (Holroyd, 
Twinn, & Yim, 2004; Braithwate & William, 2004; Dennis, 2007). 
Choudhary (1997) noted that Indian women believed that breastfeeding is 
good and is God’s gift, however, there are cultural practices surrounding its 
initiation. According to Sushruta which is the ancient Indian scripture, 
breastfeeding should begin on the fifth day but sometimes it is initiated on the 
sixth day after a celebration called chhatti. Choudhary (1997) reported this 
variation exists because of the education and socioeconomic status of the 
woman. Das (1986) reported that among slum-dwellers, breastfeeding was 
found to be taboo on the first two days, whereas 58% of educated mothers in 
an air force community initiated breastfeeding within four to twelve hours 
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(Mukhopadhya & Achar, 1992). Similarly, in a cross-sectional study of 57 
lactating mothers in a rural community, Ray, Biswas, Choudhary, & Biswas 
(1993) found that all participating mothers breastfed their newborn within 24 
hours after delivery. 
One reason commonly cited for a delay in breastfeeding was beliefs about 
colostrum. Among the Indian community, colostrum is seen as indigestible or 
pus-like and therefore, feeding it to the newborn is considered taboo (Walia, 
1982). The practice of withholding colostrum from the baby is widespread in 
developing countries. Eighty percent of women in one study (Parihar, Kumar, 
Puri, & Kumar, 1984) and 56% in another (Mukhopadhya & Achar, 1992) 
manually expressed and disposed of colostrum. However, the authors in the 
above studies reported that withholding colostrum did not mean that the 
woman had no plans to breastfeed the newborn at all. Breastfeeding 
commenced after the ‘taboo’ period. As Indian women withheld breastfeeding 
during the first 24 hours, prelacteal food is given to the newborn. Choudhary 
(1997) reported that these foods are known as ‘ghutti’. Honey is the most 
common first food, followed by sugar and water. According to Sushruta, 
honey and ghee should be given to evacuate the meconium. Once 
breastfeeding is established, newborns are fed on demand, day or night, and 
every time they cry (Choudhary, 1997). Breastfeeding continues as long as the 
mother feels that she has sufficient milk and discontinued only when she 
becomes pregnant, falls ill, or decides to wean. 
There is, however, no delay in the initiation of breastfeeding by Chinese 
(Raven, Chen, Tolhurst, & Garner, 2007) and Malay women (Laderman, 
1987). However, Chinese women have a cultural practice of feeding their 
newborn with honeysuckle as an oral medicine to relieve heat, skin rashes, and 
eye infections. Raven, Chen, Tolhurst, & Garner (2007) reported that this 
practice aims to restore the ‘yin’ and ‘yang’ in the baby. However, health 
workers and traditional practitioners interviewed by Raven et al. (2007) 
advised against this practice because honeysuckle is ‘cold’ and will harm the 
‘yang’ of the baby and damage the spleen and stomach of the newborn. 
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There are no recent studies on withholding colostrum by Indian mothers. As 
only Raven (2007) reported on the practice of feeding honeysuckle to the 
infant, this practice may not be pervasive in Chinese communities globally. 
Furthermore, as Singaporean Chinese and Indian women are usually well 
educated, they may not adhere to the above practices and further research in 
this area is warranted. 
2.8 Implications of the review for the proposed study 
In order to further understand the effect of traditional birthing practices on 
women’s emotional well-being, social support, and breastfeeding self-efficacy, 
a study will be conducted to address these issues. There is no such study 
conducted in Singapore to date. The literature is unclear as to the contribution 
of traditional birthing practices on important maternal outcomes. While there 
is an emerging relationship between traditional birthing practices and 
emotional well-being, none of the studies have explicitly examined the effect 
of traditional birthing practices on social support and breastfeeding self-
efficacy. How traditional birthing practices affect emotional well-being, social 
support, and breastfeeding self-efficacy were not examined thoroughly by the 
above reviewed literature. The studies reviewed in this chapter provide some 
understanding of research in this field and gaps in our understanding of 
women’s adherence to traditional birthing practices. 
The Edinburgh Postnatal Depression Scale (EPDS) was used to assess 
depressive symptoms in most of the studies reviewed. In order to allow 
comparisons across populations, it would be sensible to also use the EPDS as a 
measure of maternal well-being. Furthermore, in relevant studies, no 
psychometric properties of the translated version of the tool were reported, and 
this limitation should be addressed.  
It was noted that studies on social support during pregnancy focused on 
partner/husband support during labour. Social support from mothers or 
mothers-in-law was not addressed in any of the studies reviewed. This is an 
important component because Singaporean women who participated in the 
qualitative study reported being cared for by their own mother or their mother-
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in-law during different times throughout the perinatal period. Previous studies 
focused on support during birth and the postnatal, and not during the antenatal 
period.  
Studies on traditional birthing practices and postnatal depression indicate that 
traditional birthing practices can greatly influence postnatal depression either 
positively or negatively. Since there were contradictory conclusions as to the 
impact of traditional birthing practices on postnatal depression whether it is 
positive or negative, it is important to further investigate these issues to better 
understand the cultural context of Singaporean women’s lives and their 
perceptions of receiving support.  
Finally, none of the studies included in the literature review examined the 
effect of traditional birthing practices on breastfeeding self-efficacy. Self-
efficacy is a modifiable variable that can be enhanced to promote 
breastfeeding. Understanding the association between traditional birthing 
practices and breastfeeding self-efficacy could provide important insights into 
the behavior of Singaporean childbearing women and enhance maternal and 
neonatal outcomes. 
2.9 Conclusion 
This chapter discussed the richness of Chinese, Malay, and Indian traditional 
birthing practices and the application of ‘hot’ and ‘cold’ and humoral theory in 
the perinatal period. Much of the literature/information available in English 
was drawn from earlier work from East and Southeast Asian countries.  To 
date, only one relevant study has been conducted in Singapore. Even though 
there is limited available information on Chinese antenatal and labour/delivery 
practices, it is interesting to note that during the perinatal period, Chinese, 
Malay, and Indian women were encouraged to practise traditional birthing 
practices and to confine themselves in accordance with their own traditional 
birthing practices. The confinement period was believed to aid maternal 
recovery, provide a time for bonding and support among family members, 
thereby also affecting the quantity and quality of women’s breast milk. The 
review establishes the need to conduct further research on Chinese traditional 
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birthing practices as most available information is during the postnatal period. 
There is limited information on the antenatal and labour/delivery period. There 
is also limited research conducted on Malay and Indian traditional birthing 
practices. As many of the studies on traditional birthing practices conducted to 
date are not recent, further research is needed to understand the current 
traditional birthing practices of Singaporean women and their effect on 







Chapter 3 Phase 1: Methods and Findings 
3.1 Introduction 
The previous chapter provided a descriptive overview of existing studies on 
traditional birthing practices of Chinese, Malay, and Indian women. These 
studies had predominately been conducted in countries such as China, Hong 
Kong, Taiwan, Malaysia, and India. The extent to which traditional birthing 
practices of Singaporean women are similar or different to women of the same 
ethno-cultural background but living in other countries is unknown. Given the 
relative lack of research in this area, a qualitative study, the first phase in this 
programme of research, was undertaken to describe and try to give meaning to 
women’s experiences of traditional birthing practices. Qualitative research is 
used to answer questions such as ‘what is this’ or ‘what is happening here?’ 
(Norwood, 2010, p. 36). This qualitative study sought information on the 
traditional birthing practices of Singaporean women. 
Background of the researcher 
I have thirteen years of experience as a registered nurse working in the critical 
care setting.  I also have a Master in Heath Science Management.  I had been 
teaching in a tertiary institution for 4 years before pursuing my PhD fulltime.  
I have an interest in women’s health and the effects of cultural practices on 
health beliefs and practices.  I had not experienced pregnancy nor had I 
practiced any traditional birthing practices, so my personal life experiences to 
date were less likely to directly affect my interpretation of women’s stories 
about traditional birthing practices.  
3.2 Purpose of Phase 1: The qualitative study 
The purpose of this qualitative study was to understand the traditional birthing 
practices of Singaporean women living in a contemporary multicultural 
society. An exploratory descriptive design will be used to produce a 
phenomenological description of themes. The themes identified from this 
study will inform the development of questionnaire items to be used in the 
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second phase of the study. For the purpose of this study, ‘traditional birthing 
practices’ were defined as all cultural practices during the antenatal, labour 
and delivery, and postnatal periods. 
3.3 Research questions 
This qualitative study aimed to answer the following research questions: 
(1) What are the traditional birthing practices of Singaporean women 
living in a contemporary multicultural society? 
(2) What are the factors that influence women’s decisions to adhere to 
such practices? 
3.4 Research design 
The study adopted an exploratory qualitative descriptive approach. A 
descriptive approach enables researchers to gain detailed experiential 
information about a situation or phenomenon (Norwood, 2009). This approach 
involves a return to experience in order to obtain comprehensive descriptions 
that provide the basis for a reflective structural analysis that reveals the 
essence of the experience (Moustakas, 1994). The approach ‘seeks to disclose 
and elucidate the phenomena of behaviour as they manifest themselves in their 
perceived immediacy’ (Van, 1966, p. 15). The researcher determines the 
underlying structures of an experience by interpreting the original given 
descriptions of the situation in which the experience occurs. A qualitative 
approach was used because the author sought to develop an understanding of 
traditional birthing practices used by Singaporean women rather than to study 






Purposive sampling was used to recruit participants according to 
predetermined criteria (Tuckett, 2004), which in this case was a willingness of 
women to articulate their traditional birthing practices.  
Women were recruited from outpatient clinics at a large public hospital in 
Singapore. The researcher approached women who were attending their 
obstetric follow up appointment in the outpatient clinic.  
3.5.2 Inclusion/Exclusion criteria 
The criteria to participate in the study were: (1) postnatal women attending a 
publically-funded clinic; (2) residing in Singapore, and (3) able to 
communicate in English, Mandarin, or Malay. Women who had serious 
complications during pregnancy and birth, and or experienced emotional 
distress in the postpartum period were excluded from the study as being 
interviewed may generate further distress when talking about their perinatal 
experiences or being unwell may have interfered with their intended use of 
Traditional Birthing Practice (TBP). Emotional distress was measured by 
EPDS scores administered to women routinely by outpatient clinic nurses.  
These women were identified by clinical staff as all women attending the 
clinic received screening for depression as part of routine care. Once identified 
by clinical staff, these women received follow-up treatment with a psychiatrist 
in the hospital and were not approached by the researcher. 
3.5.3 Ethical considerations 
This study was approved by the SingHealth Institutional Review Board (IRB). 
Women were informed regarding the study through the participant information 
letter and direct discussion with the researcher. Women were informed that 
their participation was voluntary, and that at any stage during the interview 
they could decline to answer any questions, request the audio-tape to be 
stopped, or withdraw without consequence. Women who wished to proceed 
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signed a consent form documenting their understanding of the study. Prior to 
the interview, women were advised about confidentiality, given details on how 
the data would be handled, and steps taken to ensure that their identity and 
disclosed information remained private. 
3.5.4 Data collection 
A face-to-face interview was adopted as the data collection method, as this 
approach usually achieves a high response rate since most women are willing 
to talk about their experiences if approached (Norwood, 2009). Collecting data 
by interviews also circumvents poor literacy levels of participants that can 
compromise completion of a written questionnaire (Burns & Groove, 2009). 
Rich data is also collected in face-to-face interviews because responses are not 
limited to pre-specified response categories (Norwood, 2009). The women can 
ask questions too and receive a response immediately during the interview. In 
the current study, the researcher was able to simultaneously observe and 
record non-verbal behaviour and contextual factors as well that could provide 
additional information or assist with interpreting the women’s responses. 
Women were interviewed at a time and place of their preference with most 
interviews being conducted in a private room at the obstetric clinic in a large 
public hospital. On average, interview duration was between 60 minutes to 90 
minutes. All of the interviews were continuous except for one interview that 
was interrupted because the woman had an appointment to see the doctor. The 
interview was continued after her consultation with the doctor.   
The researcher conducted interviews women until data saturation was reached.  
Data saturation happens when different women speak about the same content 
over and over again.  In order to ensure that the researcher had truly achieved 
data saturation, another woman from the same ethnic group was interviewed 
and if the woman verbalized the same themes, the researcher was convinced 
that she had reached data saturation and stop interviewing women from that 
ethnic group. 
Each interview commenced with the broad statement: “Tell me about your 
cultural or traditional practices and rituals during your pregnancy, delivery, 
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and confinement period.” Through the use of in-depth interviewing skills, the 
researcher attempted to encourage a free range of thoughts and insights. 
Questions were used to probe clarification of ideas rather than directing the 
women to talk about researcher-generated issues. After the interview, the 
researcher made notes about the interview process. The interviews were then 
transcribed and analysed. Themes consisted of recurrent topics spontaneously 
discussed by the majority of women. A typed transcript of the recorded 
interview was returned to each woman by mail and validation reached on the 
emerging themes. After two weeks, women were contacted again by telephone 
to verify the content of the text and provided opportunities for any questions to 
be asked. All of the women agreed with the themes identified in the 
interviews. Pseudonyms were used to protect the identity of the women. 
3.5.5 Approach to data analysis 
The method of data analysis used in this study was developed by Colaizzi 
(1978) who suggested seven steps for analysing data from recorded interviews 
and these were to:  
(1) Read all women’s descriptions of the phenomenon to acquire a 
feeling for them.  
The researcher read the entire transcript three times. The first 
reading was to speed-read the transcript to have a feel for it. The 
second reading was to understand what the women were saying 
literally. The third reading was to further understand what the 
women were saying and identify hidden meaning behind each 
sentence.  
 
(2) Return to the transcripts to extract significant statements.  
The researcher read each transcript carefully and circled all 
significant statements with a red pen. The researcher re-read the 
transcripts over and over again until all significant statements were 




(3) Spell out the meanings of each significant statement to formulate 
the meanings.  
The researcher wrote down all significant statements onto a large 
piece of paper and formulated what each significant statement 
meant. This was done by highlighting key words of each statement 
and writing down key words that linked statements to each other. 
 
(4)  Arrange the formulated meanings into clusters of themes.  
The researcher wrote all the formulated meanings onto a large 
piece of paper. The researcher clustered all the meanings into 
themes using different colored pens for each different theme.  
 
(5) Arrange the themes into categories to allow for reduction of a 
theme cluster.  
As there were many themes identified, the researcher read and 
rearranged the themes into large themes and sub-themes by writing 
them down on another large piece of paper.  
 
(6) Integrate the resulting ideas into an exhaustive description of the 
phenomenon.  
The researcher did not carry out this step as this was an exploratory 
study and results were to be used to inform the development of a 
survey questionnaire. 
 
(7) Return transcripts to women to validate findings.  
The researcher mailed the typed transcript with identified themes to 
all women interviewed in the study. The women were contacted 
again after two weeks by telephone to verify content and the 
themes identified. All women agreed with their transcripts and the 
themes identified. None of the women asked further questions. 
 
To analyse participants demographic, data were enter in SPSS and computed 




3.6 Rigour  
Dependability was maintained by rigorous application of the methodological  
process. This was supported by accurate record keeping, research team 
discussion and maintenance of a log of events, known as an audit trail (Ryan-
Nicholls & Will, 2009). Note taking was conducted simultaneously with each 
interview. Credibility demands the findings to be compatible with participants’ 
portrayal of their experience. It was established using open-ended interviews 
and verification of transcripts and the findings with participants. To avoid 
misconceptions or over-interpretation of the data, parts of the interviews are 
presented using exact quotes.  
3.7 Participants 
Twenty-one Chinese, five Malay and four Indian women were interviewed. 
Ages ranged from 24 to 40 years with a mean age of 30.5 years. All of the 
women were married and living with their partner, all of whom were in 
employment. The women had completed their formal education to at least 
secondary school level. All women were able to speak English fluently as this 






Table 3-1 Participants’ Data 
Category     Research sample  % (n)  
Age group  
24-30     56.7 (17) 
31-35     40 (12) 
36-40     3.3 (1) 
Ethnicity 
Chinese     70 (21)  
Malay     16.7 (5)  
Indian     13.3 (4)  
Religion 
Buddhist/Tao    53.3 (16)  
Christian /Catholic    13.3 (4)  
Hindu     13.3 (4) 
Islam     16.7 (5) 
Others     3.4 (1)  
Marital Status 
Married     100 (30) 
Years of marriage 
Less than 3 years    50 (15) 
More than 3 years    50 (15) 
Living Arrangement 
Husband       60(18) 
Parents-in-law/Parents   40(12) 
Education Level of Participants 
GCE ‘O’ Level    16.7 (5)  
GCE ‘A’ Level    23.3 (7) 
Polytechnic Diploma   46.7(14)  
University degree    13.3 (4) 
 
3.8 Findings 
Analysis of data revealed two main themes, following tradition and 
challenging tradition. Each theme is supported by a number of sub-themes. 
These are discussed below. 
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3.8.1 Theme 1: Following tradition 
This section presents reasons why women adhered to traditional birthing 
practices. In particular, women referred to a sense of obligation underpinned 
by filial piety as a motivating factor to follow tradition. A woman’s mother 
and mother-in-law were described as being instrumental in the woman’s 
adherence to traditional birthing practices. The Confucian philosophy of filial 
piety was used to explain the relationship between a woman and her mother 
and mother-in-law. The following section examines the women’s ways of 
displaying filial piety and how it influenced their perinatal birthing practices. 
This will be followed by a discussion on the issue of fear and how fear also 
influenced women to follow traditional birthing practices. 
3.8.2 Filial piety 
Filial piety is an intense form of responsibility towards the family favored in 
Asian cultures. In addition to providing physical and financial support to 
parents, filial piety requires respect, affection and even worship of parents 
(Chao & Roth, 2000; Hsu, Lew-Ting, & Wu, 2001). Although piety means 
obedience, it should arise from love for the parent, according to Chinese 
culture (Lin, 1992). The tenets of Confucianism are reflected in the five-
shared values promoted by the Singapore Government (Phua & Loh, 2008). 
These five family values are (1) love, care, and concern; (2) mutual respect; 
(3) filial responsibility; (4) commitment; and (5) communication (Kau, Jung, 
Tambyah, & Tan, 2004, p. 17). Embracing these five values would not only 
enhance a family’s well-being but would also serve as a foundation to 
facilitate continued progress of the community. The idea of respecting the 
elderly has remained strong as an ideal among Singaporeans (Kau, Jung, 
Tambyah, & Tan, 2004, p. 18).  
 
For some women, being filial meant obeying their parents’ advice on 
adherence to some traditional birthing practices because it was passed down 
through the generations and believed to be the appropriate way. The concept 
of ‘hot’ and ‘cold’ was important in traditional Chinese, Malay, and Indian 
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medicine especially during pregnancy. The Chinese refer to this as the ‘yin’ 
and ‘yang’ concept. Practices such as avoiding cold drinks and touching cold 
water were advised by mothers and mothers-in-law during the perinatal 
period. As described by one Chinese woman: 
I cannot touch water because it is bad for me when I am old. It 
is the ‘yin’ and ‘yang’. The ‘hot’ and ‘cold’ concepts are 
important in Chinese medicine, especially when you are 
pregnant. My mum said I need to follow it closely as it is the 
true and tested way (Kim). 
Malay women on the other hand described it as a concept of angin. As 
described by one Malay woman: 
The concept of ‘wind’ or ‘angin’ in Malay was taught to me 
since young. It is belief that ‘wind’ can enter rapidly through 
the head. I follow this closely especially when I am pregnant 
(Julia). 
Indian women were taught by their mothers or mothers-in-law about 
pregnancy being a ‘hot’ state. Thus, they were advised by their mothers or 
mothers-in-law to consume certain foods during their perinatal state. As 
described by one Indian woman: 
We must eat ‘cold’ food to attain balance. So, eat ‘cold’ food 
during early pregnancy to avoid miscarriage. Eat ‘hot’ food in 
last stage of pregnancy to have easier expulsion of fetus 
(Mala). 
For some women, this value was so ingrained that they felt the need to adhere 
to a traditional birthing practice even when they did not believe it. As 
described by one Malay woman: 
I stayed with my mother. I do not really believe about the 
‘wind’ concept but I adhered to it because of my respect to her. 
55 
  
She is taking care of me so I have to at least listen to her just in 
case things go wrong (Siti). 
For most Singaporeans, their children’s demonstration of filial piety was a 
source of pride (Kau, Jung, Tambyah, & Tan, 2004). One outward display of 
filial piety was intergenerational co-residence. Women who stayed with their 
mother or mother-in-law adhered more to traditional birthing practices 
compared to women who stayed on their own. As described by one Chinese 
woman: 
I stayed with my mother. I adhered to ‘yin’ and ‘yang’ concepts 
because of her (Tan). 
Women respected advice from mothers and mothers-in-law because it was 
perceived that these older women had expert knowledge due to their own 
experiences of giving birth. Also, obeying the older women was a 
demonstration of filial piety. Filial piety served as the ‘glue’ that binds the 
family together (Phua & Loh, 2008). Disobeying an older woman, on the other 
hand, would create disharmony in the family and diminish the closeness of the 
family. 
3.9 Worry about consequences 
Being pregnant and becoming a mother is a major responsibility in a woman’s 
life. Women sometimes adhered to certain practices because of worry of the 
consequences if they did not. Worry about being sick later in life, worry about 
the well-being of the unborn baby, and worry about the consequences of going 
against tradition were reasons why women adhered to traditional birthing 
practices.  
3.9.1 Worry about being sick in later life 
Having a baby was reported by women to be reaching the ‘pinnacle of life’. 
Even though adhering to some traditional practices seemed troublesome, 
women wanted to progress through this rite of passage correctly. Worry about 
being sick in later life was one of the reasons why women adhered to 
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demanding traditional birthing practices. Consequently, women reported 
adhering to practices such as not showering for 30 days; abdominal binding, 
and eating only prescribed confinement foods. 
 
Adherence to practices was also based on the past experiences of the mother 
and mother-in-law. How they performed their traditional birthing practices and 
how it affected their health were paramount as to how they advised the new 
mother (Raven, et al., 2007). Women interviewed reported that some older 
women experienced health problems because they did not adhere to some 
traditional birthing practices. Women therefore feared that similar mistakes 
would cause health problems for them or their daughters. Thus, women were 
taught from a young age about the need to adhere to such practices. As one 
Malay woman described: 
My confinement period is 30 days. If you follow confinement 
rituals very closely, you will be glad when 30 days are over. 
The 30 days mean you need to get as much rest as possible. 
After the 30 days, your body is recharged and you can resume 
your normal duties (Farah). 
Conditions such as arthritis and rheumatism in old age were brought up during 
the interview. Women feared that if they did not adhere to traditional birthing 
practices such as avoiding bathing or hair washing during their confinement 
period, they would suffer from arthritis or rheumatism. Being in poor health 
later in their life would be a burden to their family members and their children. 
Diet was also perceived to be part of the practices to ensure good health 
throughout life. Women reported adhering to some traditional foods that are 
prescribed during the perinatal period. As described by one Chinese woman: 
I ate a lot of ginger and pork during my confinement. These 
foods are good for me. It gave me energy and helped me to get 
well soon. Mum said if I did not eat ginger, it will lead to 
imbalance of ‘yin’ and ‘yang’ and I will have rheumatism when 
I am older (Tay). 
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Women interviewed believed that traditional postnatal massages would aid in 
blood circulation and promote wound healing and future health. One Chinese 
woman described: 
I hired a Malay lady to massage me throughout my 
confinement. I believe that massages can aid in my blood 
circulation and promote wound healing. All my friends 
regardless of race had a massage lady during confinement. If I 
did not massage, my wound will not heal and I will not get back 
my figure (Ida). 
Singaporean women were receptive to traditional birthing practices of other 
ethnic races. As described by the woman above, she included massage, which 
was a Malay traditional birthing practice into her postnatal routine because she 
believed the practice was beneficial to her health. 
3.10 Fear for the well-being of the baby 
Childbirth was perceived by women as the most significant of all rites of 
passage, conferring new status on the parents and changing an unknown fetus 
in the womb into an individual with kinship ties. Mothers and fathers-to-be 
followed numerous traditional birthing practices to ensure that their child 
would be born physically perfect and not possess undesirable character traits. 
For example one Malay woman described: 
 I cannot use scissors or the baby will have a cleft lip (palate) 
(Noor). 
Fear of an imperfect baby was a predominant reason why women adhered to 
traditional birthing practices closely. They were also afraid that relatives or 
friends would hold them responsible if things went wrong. As described by 
one Chinese participant: 
There may not be any scientific evidence about drinking soy 
milk to ensure my baby’s chubbiness or health but if that is 
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what people believe and what the elders said, I will follow. My 
goal is to ensure that my baby is healthy and well (Lee). 
3.11 Worry about going against tradition 
After the birth of the baby, many Singaporean women underwent a period of 
30 to 44 days of rest known as confinement. The period of time varied 
according to their culture. Chinese Singaporean women underwent 30 days of 
confinement. Malay Singaporean women underwent 44 days of confinement 
and Indian Singaporean women underwent 40 days of confinement. This 
symbolic rite of passage was believed to facilitate the women’s transition to 
motherhood and incorporated them into their new roles. Thirty to 44 days of 
confinement was perceived to allow women to have ample rest and be nursed 
back to health. Thus, women did not oppose practices such as staying indoors 
for that period of time. For example, one Chinese woman described: 
My confinement period was 30 days. I could get as much rest 
as possible during the 30 days (Boey). 
If a woman disagreed with certain traditional birthing practices, she would 
perhaps make some modification to the practice for fear that her health would 
suffer. One Malay woman described: 
I followed my mum’s advice of drying my hair with a hair dryer 
after washing my hair. This is to prevent the cold wind from 
entering my body. It is a belief that wind can enter rapidly 
through the head. So, as I do not want to catch a cold, I follow 
this practice closely especially when I am pregnant. (Wati) 
Although one traditional belief related to abstinence from hair washing, this 
practice was modified to permit hair washing but ensure that the hair was 
dried quickly and not left wet. Wet hair was believed to chill the body and 
cause rheumatism in later life. 
Women believed that adhering to traditional birthing practices would give 
them a sense of balance, help to protect them and their baby, and ensure their 
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health during the vulnerable perinatal period. Non-adherence to these practices 
was regarded as detrimental, creating stress during their transition to 
motherhood, and adversely affecting their extended family relationships, and 
their future quality of life.  
3.12 Theme 2: Challenging tradition 
This section presents reasons why women did not adhere to traditional birthing 
practices. Factors such as modernity and family factors were identified as 
reasons for such deviations from tradition. 
3.12.1 Seeking information in new ways 
Information-seeking using the Internet and other mass media has contributed 
to some changes in the knowledge of women. With modernity and awareness 
of global perinatal practices, Singaporean women modified certain traditional 
practices to suit their needs. This section will address these issues. 
For centuries, performing filial duties towards parents was believed to be 
obligatory for a person to maintain psychological well-being in a traditional 
Asian culture (Guo, 2007). However, with industrialisation, the expansion of 
capitalistic economies and exposure to western influences in Asian countries, 
some contemporary researchers have suggested that belief in authoritarian 
filial piety may have diminished as it conflicts with prominent values of 
western cultures such as egalitarianism and democracy (Chu, 1997; Ho, 1996). 
It has been proposed that women who score higher on authoritarian filial piety 
which emphasises obedience, submission, and compliance to the authority of 
parents may experience strong internal conflict between being a filial child 
according to traditional standards and being a self-responsive and independent 
person as preferred in Western society (Lin, 1992). 
Women in the present study reported that they no longer relied solely on their 
mother and mother-in-law as sources of knowledge during the perinatal 
period. Modern technology such as the Internet, magazines, and online chat 




I read from magazines and Internet to know more about some 
confinement practices. I also joined some pregnancy forums to 
discuss with mothers about their experiences (Sim). 
3.12.2 Modification and rejection of practices 
Modernity allowed mothers to not only practise traditional birthing practices 
of their own culture but to modify these as well as  seek to use traditional 
birthing practices from other cultures that would be beneficial for them or their 
baby. As described by a Chinese woman: 
If I found that certain practices much as Malay massage is 
good for me and my baby, I will follow (but) I will not follow 
tradition blindly (Tan). 
With knowledge, women identified that they changed their traditional birthing 
practices to suit their own needs. As described by another Chinese woman: 
I did not stay indoors for the whole 30 days. I went out on the 
third week. But I still wore warm clothing and did not bathe 
most of the days. If I feel hot, I will bathe with warm herbal 
water. But it is just sponging of my body. I washed my hair with 
dry shampoo (Lim). 
Women reported that they no longer adhered to traditional birthing practices 
that they found unbeneficial. As described by a Malay woman: 
Gone were the days that pregnant mothers cannot sit on the 
floor because of fear that her ankles might swell and she 
cannot walk. Cannot go out at night. Cannot sleep in the day. I 
just work and keep myself healthy during my pregnancy by 
doing light exercises. No, I did not follow any other beliefs such 
as do not use scissors or your baby will have a cleft lip. I am a 




Modernity has also changed women’s perspective on traditional birthing 
practices. Women no longer perceived traditional birthing practices as 
compulsory but choose to practise these selectively and wisely. The women 
interviewed in this study reported that their aim in modifying some practices 
was not to show disrespect to their mothers or mothers-in-law but to decide 
wisely which traditional birthing practices were beneficial to the baby and 
themselves in their current circumstances.  
3.13 Changing family 
Family plays a major supporting role in caring for the woman during the 
perinatal period. In this section, a change in family roles and gender 
preferences were examined in detail. Quotations from women interviewed are 
presented to support the themes.  
3.14 Gender preference 
The philosophy of Confucianism gave shape to traditional Asian family ideals 
emphasising strong family role prescriptions, hierarchies of males over 
females and elders over the young, particularly in Chinese Singaporean 
women (Gallin, 2009; Pyke, 1999). In traditional Chinese society, females are 
expected to love and serve their husband’s family, a custom that accords more 
value to sons than daughters, who were commonly referred to as ‘spilled 
water’ (Lan, 2002, 2003; Thornton & Lin, 1994). 
In Singapore, women interviewed in this study no longer placed male gender 
as their preferred gender for their child. The health of the unborn child was the 
main concern for most women. As described by a Chinese woman: 
As long as the baby is healthy, I am happy. Does not need to be 
a boy at all (Liau). 
The change in gender preference may be the result of various prevailing 
religious practices by today’s women. Religions such as Christianity and Islam 
regard a child as a gift from God. As described by a Malay woman: 
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It doesn’t matter if the baby is a boy or girl. Every baby is a gift 
from God. We should be thankful for it (Mariam). 
3.14.1 Structures for support and caregiver roles 
According to popular literature and earlier research on families in China and 
Taiwan (Wolf, 1972), the mother-in-law was responsible for training the 
daughter-in-law for her role as a mother, often using harsh discipline and 
treatment to emphasise the younger woman’s subordination.  
Today, Singaporean women do not rely solely on their mother-in-law for 
support during the perinatal period. Mothers-in-law who were financially 
independent and provided resources to their sons and daughters-in-law tended 
to enjoy more power, respect, filial care, and freedom. On the other hand, 
mothers-in-law who were financially dependent on their sons and daughters-
in-law occupied a lower status, report feeling powerless, and may be reluctant 
to challenge family arrangements (Lan, 2002; Treas & Mazumbar, 2002; 
Pyke, 1999). The presence of domestic helpers and confinement nannies 
further reduced the role and responsibilities of the mother-in-law in taking 
care of the new mother. Due to the declining influence of mothers-in-law, 
participating women reported having the ability to practise traditional birthing 
practices as instructed by elders or with modification. 
Women also reported on the changing role of husbands during childbirth and 
the postpartum period. Traditionally, husbands were not allowed in the 
delivery suite in Singaporean hospitals. However currently, husbands are the 
only person allowed to accompany their partner in the delivery suite. Women 
interviewed in this study supported this move. They described their husbands 
as their main source of support. Women reported that their husbands played an 
important role in the delivery suite by reducing anxiety and providing support 
throughout the labour and birth. As described by a Chinese woman: 
I want my husband to be with me throughout my pregnancy and 
after delivery (Chan). 
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Husbands were also reported by women to play a major role in the care of the 
newborn. Involvement of fathers was seen as fostering a stronger bond with 
the child and adjusting to their new role as a father. As described by a Chinese 
woman: 
I want my husband to be around to help out with the care of the 
baby after delivery (Chin). 
3.15 Discussion 
This qualitative study with 30 women identified a high level of participation in 
traditional birthing practices among Singaporean women. Through purposeful 
sampling, women from each ethnic group were recruited and interviewed. 
Although the interviews enabled a comparison of similarities and differences 
of traditional birthing practices across cultural groups, the results cannot be 
generalised to all birthing women in Singapore. It could be that women most 
interested in traditional practices volunteered to participate in the interviews 
and that their views differ from non-participants. It should also be noted that 
some of the findings were drawn from the women’s experiences of a previous 
pregnancy and are therefore, retrospective in nature and may be limited by 
recall bias.  
While all women described the use of some traditional birthing practices, not 
all women adhered to all practices and this represents a change over time. The 
family and social context of women may have also influenced their practices. 
Studies conducted with migrant women in other countries identified a 
reluctance to adhere to traditional practices. Matthey, Panasetis, & Barnett 
(2002), for example, reported that migrant women living in Australia were 
unhappy and ambivalent about traditional birthing practices. However, women 
in the present study reported a willingness to use traditional birthing practices 
when they perceive them to be appropriate.  
Previous research identified that some traditional birthing practices may not 
always have positive effects. Huang & Mathers (2001), for example, reported 
a high prevalence of postnatal depression among a sample of 702 Hong Kong 
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postnatal women who practised confinement. However, these results are not 
consistent with the findings in the current study. Women reported obtaining 
knowledge and skills from a range of sources and being able to decide on 
appropriate traditional birthing practices to follow. Women talked to friends, 
family members, read books, and magazines, and accessed Internet resources 
to understand the benefit of traditional practices before they carried them out. 
The present study also highlighted the changing role of family members. 
Husbands were viewed as the primary support to women, both emotionally 
and financially. Cheung (2006) identified that the women’s own mothers and 
mothers-in-law were major care providers after delivery. Similarly, domestic 
helpers and confinement nannies were noted as major providers of care and 
support for postpartum women in Singapore. With a diverse range of support 
from the people around them, the women interviewed did not report symptoms 
of emotional distress. 
There are a number of implications of this study for further research. Firstly, 
this study highlighted that Singaporean women practise a variety of traditional 
birthing practices during antenatal, labour/delivery, and postnatal periods. 
Only one study (Chee, Lee, Chong, Tan, Ng, & Fones, 2005) to date has 
attempted to identify traditional birthing practices in the postnatal period in 
Singapore. In order to determine the extent of traditional birthing practices 
among Singaporean women, a larger study is required. Secondly, although the 
women in this study did not report any negative emotional symptoms, this 
aspect of well-being was not formally explored during the interviews. It is 
well known that postnatal depression occurs in about 9.6% of child-bearing 
women (Banti, et al., 2011). However, little is known about the extent to 
which traditional birthing practices can influence women’s emotional well-
being in the postpartum period. Surveying a representative sample of birthing 
women at six weeks postpartum would enable an assessment of women’s 
emotional well-being to be more accurately undertaken and the relationship 
with traditional birthing practices to be understood. Thirdly, social support and 
who influenced the women to carry out traditional birthing practices needs to 
be probed further. This can be done by a large-scale survey of traditional 
birthing practices. Fourthly, this research described traditional birthing 
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practices adhered to by Singaporean women. Research on adherence to 
traditional birthing practices to promote the well-being of the baby in relation 
to women’s breastfeeding confidence may be explored. Further research is 
therefore required to assess women’s traditional birthing practices and impact 




Chapter 4  Phase 2: Methods and Findings 
4.1 Introduction 
Using the themes from the qualitative study and review of the literature, a 
questionnaire was developed to further explore the traditional birthing 
practices of Singaporean women in a contemporary multi-cultural society. 
This chapter will discuss the research design, sampling process, development 
of the survey instrument, use of standardized measures, data collection 
methods, statistical procedures, and human research ethics considerations of 
the study. 
The review of the literature identified several methodological weaknesses of 
previous studies on traditional birthing practices. There were few empirical 
studies that examined the impact of these practices on women’s sense of well-
being, sense of support, and breastfeeding self-efficacy. One methodological 
weakness was the timing of surveys and interviews. One such practice was to 
interview women within one year post-delivery where recall bias may be an 
issue (Poh, Wong, & Norimah, 2005). Furthermore, generalisations could not 
be made from small samples (for example, Andersen, Thilsted, Nielsen, & 
Rangasamy; 2002); samples were not representative of the general birthing 
population (for example, Lee et al., 2009); and research instruments were not 
standardised (for example, Poh, 2005).  
A number of principles were therefore considered important in the design of 
the present study to ensure methodological rigour in addressing the research 
questions of the study: 
 
1. A representative sample of postnatal women is required to determine 
the current traditional birthing practices of Singaporean women; 
2. The study needs to be conducted within six weeks postnatal to counter 
the possibility of recall bias; 
3. A cross-sectional study design over a specific time frame would enable 
better understanding of the impact of such traditional birthing practices  
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on women’s sense of well-being, support, and breastfeeding self-
efficacy; 
4. Reliable and valid tools employed in the study need to be appropriate 
to the study population; 
5. Sampling procedures need to ensure that the sample is representative 
of various cultural backgrounds of child-bearing women in Singapore. 
The recruitment of a large sample is required to allow an adequate 
number of women from each ethnic group. 
4.2 Design of the study 
This study adopted a cross-sectional descriptive correlation research design. A 
cross- sectional survey was chosen because it can be used to determine the 
relationships between variables at the time of the study.  
4.3 Setting 
The data collection was conducted at maternity outpatient clinics of three 
major restructured tertiary hospitals in Singapore. These hospitals were chosen 
because they provided maternity services to women in Singapore. The first 
was a specialist women and children’s hospital which performs around 7,889 
deliveries a year which was 35% of all births in the country whereas the other 
sites were two general hospitals with a maternity department performing 1,592 
(8%) and 975 (4%) births, respectively, according to the Ministry of Health 
Statistics. Private hospitals which perform the rest of births (53%) in 
Singapore were excluded because of the difficulty in accessing participants for 
the study through their private obstetrician. 
4.4 Sampling design 
Convenience sampling was used in this study. Convenience sampling 
comprised participants who meet established eligibility criteria and were 
conveniently available to the researcher (Norwood, 2009). Convenience 
sampling was selected in this study because it enables the researcher to recruit 
participants who fit the study criteria easily and in large numbers. 
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4.5 Sample size calculation 
In order to estimate a sample size that will answer the research questions with 
a reliable conclusion, the following steps were taken (Chan, 2003): 
(1) Determine the effect size 
The effect size specifies the accepted level of clinical differences (Chan, 
2003). The power of this study was estimated based on one of the variables 
measured, emotional well-being (as determined by EPDS scores). General 
linear regression analyses were used to examine the effect between traditional 
birthing practices and emotional well-being. An effect size of 0.47 was chosen 
for the study based on the findings of Lee et al. (2009). 
(2) Determine the proportion outcomes  
The primary outcome of interest was to test the effect of a specific covariate, 
possibly in the presence of other covariates, on the binary response variable 
(Hsieh, Bloch, & Larsen, 1998). A simple formula to calculate the sample size 
was given using nQUERY: 
n1 =  (z1 – α / 2 + z1 – β)
 2 
/ C (r)
 2   
+ 3 
  
where α = 0.05, π1  = 0.08, r = 5, C (r) = ½ log (1+r) (1-r) and β = 0.1 
 z 0.1 = 1.28 
Thus, sample size  = 34 
 
The required sample size with an assumed refusal rate of 30%, power 80%, 
alpha of 0.05 was 34 women per ethnic group. However, this number was 
taken to represent the minimum sample size and the researcher recruited as 
many participants as possible due to the exploratory nature of the study and 
the need to ensure sufficient representation of the various ethnic groups of 
women. 
4.6 Inclusion criteria 
The inclusion criteria required postnatal women to be: 
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1. Chinese, Malay, or Indian Singaporeans. 
 
2. Able to understand English, Malay, Chinese, or Tamil. 
 
3. Attending their six-week follow-up appointment at a participating 
maternity outpatient clinic. 
 
4.7 Exclusion criteria 
The exclusion criteria for the study were: 
i. Women with a serious medical condition such as uncontrolled 
hypertension placing them at a higher risk in pregnancy/labour 
which may affect their emotional well-being. 
ii. Women who experienced a serious adverse event during labour or 
birth as these factors may affect their need for social support, 
ability to breastfeed and emotional well-being.  
iii. Women whose baby was admitted to a Neonatal Intensive Care 
Unit as concern for the baby may affect their emotional well-being 
and interrupt the establishment of breastfeeding. 
iv. Women with a known psychiatric disorder because it may act as a 
confounder and adversely affect their emotional well-being, social 
support, and breastfeeding self-efficacy. 
4.8 Instrument 
The questionnaire consists of five sections. Section 1 consists of ‘Traditional 
Birthing Practices Questionnaire’. Women were asked to tick in the box 
provided to indicate the activities/diet that they practised. The questionnaire 
consists of questions regarding women’s traditional birthing practices during 
the antenatal, labour/delivery, and postnatal periods.  
Part A.1 consists of questions on activities that women avoided during the 
antenatal period. There are 23 questions on antenatal activities which women 
avoided, person influencing the avoidance of these activities and reasons for 
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avoiding these activities. There is one question on whether husbands avoided 
the activities mentioned and two questions on whether women performed any 
cultural celebration or rituals during the antenatal period. 
Part A.2 consists of 16 questions pertaining to diet and foods that women 
avoid during the antenatal period, the person influencing the avoidance of 
these foods and reasons for avoiding them. 
Part B consists of four questions pertaining to activities that women performed 
during labour and delivery, the person influencing such activities and reasons 
for performing such activities. 
Part C.1 consists of questions on activities which women performed during the 
postnatal period. There are 16 questions on activities which women 
performed, the person influencing the performance of such activities and 
reasons for performing such activities. 
Part C.2 consists of questions on diet during the postnatal period. There are 14 
questions on types of food that women consumed during the postnatal period, 
the person encouraging dietary changes and reasons for doing it. There is also 
one question on how women learn about traditional birthing practices, two 
questions on gender preferences and one question on changes that women 
would like to make during the perinatal period. 
The Traditional Birthing Practices Questionnaire offers two response choices 
of yes or no. Women were also asked to indicate by way of a tick, those 
people who influenced the practice; and of those people, who was the most 
influential. Each TBP item was scored as Yes=1 or No=0. Reponses were 






4.9 Pilot testing of Traditional Birthing Practices Questionnaire 
Face validity was achieved through a pilot study with postnatal women.  
Women (n = 20) were recruited from outpatient clinics. Women completed the 
questionnaire in their own time and then provided feedback directly to the 
researcher. These participants agreed that the questionnaire was easy to 
understand and complete and that items were relevant to the topic under 
investigation. There were no recommended changes to the questionnaire 
following the pilot study. 
4.10 Edinburgh Postnatal Depression Scale (EPDS)  
Section 2 of the survey instrument assessed emotional well-being using the 
Edinburgh Postnatal Depression Scale (EPDS). This ten item self-report 
measure was designed to screen women for symptoms of depression during 
pregnancy and the postnatal period (Cox, Holden, & Sagovsky, 1987). The 
EPDS consists of ten questions. Each woman is asked to choose the response 
that best described how she had been feeling during the past seven days. 
Responses are scored 0 to 3 according to increasing severity of symptoms and 
seven of the ten items are reverse scored. The total score is calculated by 
adding together the scores on each of ten items. A score of 12 or greater has 
been found to identify over 80% of women with major depressive disorder 
(Cox, 1998). A score of 0–9 indicates the presence of some symptoms of 
distress that might be short-lived and not likely to interfere with day-to-day 
ability to function at home or at work. A score of 10–12 indicates the presence 
of symptoms of distress that might be discomforting. A score of 13 and above 
requires further evaluation and possible referral to a perinatal mental health 
specialist (Cox, 1998). The EPDS has strong psychometric properties and 
because of its widespread use, scores can be compared with diverse samples 
(Cox, 1998). The EPDS has a reported internal consistency reliability of 0.83, 




4.11 Duke-UNC Functional Social Support Questionnaire (FSSQ) 
Section 3 consists of the Duke-UNC Functional Social Support Questionnaire 
(FSSQ) which has eight items to measure the strength of the woman’s social 
support network (Broadhead et al., 1988). Women are asked to read each 
statement on the FSSQ and tick the box that closely matches their feelings 
about the question. Responses are scored on a scale from 1 to 5. ‘As much as I 
would like’ = 1 and ‘Much less than I would like’ = 5. Item response scores 
are summed (maximum 40) and then divided by 8 to get an average score. 
Higher scores reflect greater perceived social support. The Duke-UNC FSSQ 
has a reported Cronbach’s alpha of 0.81 to 0.92 (Broadhead et al., 1988). 
4.12 Breastfeeding Self-Efficacy Scale-Short Form (BSES-SF) 
Section 4 consists of the Breastfeeding Self-Efficacy Scale-Short Form 
(BSES-SF). The BSES-SF is a 14-item self-report instrument developed to 
measure breastfeeding confidence (Dennis, 2002). All items are preceded by 
the phrase ‘I can always’ and anchored with a 5-point Likert scale where 1 
indicated ‘not at all confident’ and 5 indicated ‘always confident’. Higher 
scores indicate higher levels of breastfeeding self-efficacy. BSES-SF has a 
Cronbach’s alpha coefficient of 0.96 (Dennis, 2002). 
4.13 Demographic data 
Section 5 requested demographic information of participants. Questions such 
as age, ethnicity, marital status, living arrangements, number, and gender of 
children, educational level, employment status, occupation, type of housi, ng 
and monthly household income are included. Participants’ names, 
identification number, and contact details were not required as it was an 
anonymous questionnaire. 
4.14 Recruitment process 
The researcher was located at the registration counter of the participating 
maternity outpatient clinic. With the assistance of clinic staff, eligible 
73 
  
participants were identified. Eligible participants were approached and invited 
to participate in the study. The purposes of the research were explained to 
participants, questions answered and if willing to proceed, a questionnaire was 
given. Participants placed their completed forms in a secure labeled box 
placed at the registration counter.  
4.15 Ethical considerations 
Prior to administration of the survey form, participants were given information 
verbally about the nature of the study and informed of their right not to 
participate, to withdraw at any time without explanation, and not answer any 
question as they wished. Opportunities were provided for participants to ask 
questions at any stage. Participants were not required to sign a consent form as 
the two institutional review boards gave a waiver of informed consent. Waiver 
of informed consent was given because the study adhered to the following 
criteria: 
i. Minimal risk: The anonymous questionnaire fits the definition of 
minimal risk, and the only potential harm comes from the breach of 
confidentiality. 
ii. Linkage: Survey forms were anonymous. There was no question about 
personal data that was traceable in the questionnaire. 
iii. Implied consent: By virtue of completing the questionnaire, 
participants consented to participate in the study. 
 
The study did not propose to change or challenge the participants in any way. 
The purpose of the study was to understand and learn about women’s 
traditional birthing practices and the impact of such practices on women’s 
sense of well-being, social support, and breastfeeding confidence. 
All data from the study were stored in a password protected stand-alone PC 
and a locked cabinet at the Alice Lee Centre for Nursing Studies accessible 
only to the Principal Investigator. The Human Research Ethics Committee at 
National University of Singapore, SingHealth Institution Review Board and 
National Healthcare Group DSRB approved the research.  
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4.16 Statistical procedures 
The data was analysed using the Statistical Package for the Social Sciences 
(SPSS Inc., Chicago, IL, USA) version 19.0 personal computer version. 
Collected data were reviewed for completeness and consistency within a 
single data form and among data forms. The accuracy of data coding and 
computer entry was assured by comparing the computerised data with the 
original data for a random sample of the database. A variety of statistical 
methods were used in reviewing the data set. Data cleaning was performed 
using frequency and cross tabulation. The following were the stages of data 
analysis. 
4.17 Stage 1: preliminary analyses 
The first stage of the data analysis process was preparing or cleaning the raw 
data so that it could be coded and efficiently and consistently entered into the 
computer data (Norwood, 2010). Questionnaires were examined for missing 
values using frequencies and cross tabulation and to determine the values for 
each code. For example, ‘99’ was used for missing values and ‘98’ for not 
applicable. Consistency checks were used to detect errors in data entry. For 
example, it was unlikely for a respondent who indicated she was not working 
to indicate ‘Professional’ for her job title. 
Descriptive statistics were used to summarise the key characteristics of the 
sample. This step was important for determining the extent to which the 
sample was representative of the target population (Norwood, 2010). This step 
also helped to identify features of the sample that may bias and limit 
generalisability of findings. 
4.18 Stage 2: reliability analyses 
This stage focused on determining the reliability of data and establishing the 
equivalence of any groups that were compared in this study. As this study used 
a questionnaire to collect data, internal consistency reliability could be 
determined. Cronbach’s alpha was the appropriate internal reliability test for a 
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scale comprised of Likert-format items (Norwood, 2010). A coefficient value 
of more than 0.70 or greater was set as acceptable. Factor analysis was also 
used to account for variability in a set of measured items in terms of a smaller 
number of factors. Factor analysis was used to elucidate the underlying 
structure and dimensionality of a set of variables. By analysing correlations 
among variables, factor analysis determined which variables cluster together 
to reveal uni-dimensional constructs (Polit, 2010). In this study, the researcher 
will use the Principal Axis Factoring (PAF) and equimax rotation. PAF was 
chosen to assess construct validity of the questionnaire as no prior validation 
studies done on the questionnaire before (Polit, 2010). Exploratory factor actor 
analysis (EFA) was deemed more appropriate than confirmatory factor 
analysis as EFA is often used to analyse or explore relationships between 
variables (Pallant, 2007). After all factors with eigenvalues exceeding 1 were 
extracted using default setting of SPSS the correct number of factors retained 
were confirmed by Parallel Analysis (Haytin et al., 2004), using 100 
replications of Monte Caro simulations with datasets of the same size. An 
oblique, oblimin rotation with Kaiser Normalisation was used to explore the 
degree of correlation between the factors and variables, and the cut-off point 
for factor loading was 0.40 (Ferguson & Cox, 1993). Analysis of the overall 
total Traditional Birthing Practice Questionnaire and identified factors for 
reliability was also undertaken using Cronbach’s alpha coefficient. However, 
in addition to the factor analysis to determine the categories of data in the 
questionnaires, the researcher also considered results of the literature reviews 
and professional feedback from healthcare professionals and women involved 
in the study to determine the categories in the scale. 
4.19 Stage 3: Specific analyses to address the research questions of the 
study 
The following tests were used in the study: 
Research Questions Statistical Test 
1. What are the traditional birthing practices of Chinese, Malay, and 
Indian Singaporean women? 
Descriptive 
statistics 
2. What are the differences and similarities in traditional birthing 







3. What are the effects of traditional birthing practices on emotional 
well-being? 
Chi-square 
analysis and if 
significant, 
variable was 
included in the 
multiple linear 
regression 
4. What are the effects of traditional birthing practices on social 
support? 
Chi-square 
analysis and if 
significant, 
variable was 
included in the 
multiple linear 
regression 
5. What are the effects of traditional birthing practices on 
breastfeeding self-efficacy? 
Chi-square 
analysis and if 
significant, 
variable was 




Descriptive statistics were used for demographic data, antenatal, 
labour/delivery, and postnatal practices. Total and subscale scores for each 
standardised measure were calculated. Chi-square was used to test the 
relationship between the following variables and traditional birthing practices: 
emotional well-being, social support, and breastfeeding self-efficacy, person 
influencing, and reasons for practice. Odds ratio was calculated for the 
significant chi-square values. 
Multiple linear regression was used to determine the relationship between an 
independent variable (traditional birthing practices) and each of the dependent 
variables (emotional well-being, social support, and breastfeeding self-
efficacy). An alpha of 0.05 was used for all statistical tests. 
4.20 Interpreting statistical outcome 
After analysing the data in SPSS Inc., Chicago, IL, USA, the researcher 
interpreted the outcome of the analysis. This entailed clarifying differences 
among groups being compared, describing how variables were related and so 
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on (Norwood, 2010). Statistically significant results were considered with 
appropriate descriptive statistics such as group means, standard deviations, 
confidence intervals, correlation coefficients, and frequency distribution. 
4.21 Results 
4.21.1 Characteristics of the sample 
Five hundred and thirty women were approached to participate in the study, of 
whom 520 agreed and completed the questionnaires giving a response rate of 
98%.  Women who did not agree to participate in the survey were either alone 
in the clinic without any helpers to care for their baby or reported being too 
busy answering questionnaires from other research teams.  Characteristics of 
participating women are outlined in the following sections and presented in 
Table 3-1 Participants’ Data.  
4.21.2 Age of participants 
The mean age of participating women was 28.6 years (range of 18 to 42 years, 
SD = 4.31 years).  This is comparable to the median age of mothers at first 
birth in the country, which is 29.6 years (Population in Brief, 2010).  Fifty 
percent of the women were below the age of 28 years.  There was a general 
consistency between the average age of the sample and the population of 
childbearing Singaporean women. 
4.21.3 Ethnicity 
Three categories of ethnicity were used.  The majority of participants were 
Chinese (50.6%, n = 263) with representative proportions of women from 
Malay (30.6%, n = 159) and Indian (18.8%, n = 98) ethnic backgrounds.  The 
categories are outlined Table 4-1 Participants’ Demographic Data.  This data was 
slightly different from the Census of Population 2010 data for Singapore 
because of the ethnic profile of childbearing women.  Singapore’s total 
fertility rate (TFR) reached a historic low of 1.22 children per female in 2009.  
Chinese women continued to have the lowest TFR of 1.08, behind Indian 
women with a TFR of 1.14 and Malay women with a TFR of 1.82.  The TFR 
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for Malay women showed the most significant decline over the past decade 
from 2.07 in 2004 to 1.82 in 2009.  So even though there were fewer Malay 
and Indian women in the overall population, these two ethnic groups have a 
higher fertility rate than Chinese women. 
4.21.4  Religion 
There were seven categories of religion reported by participating women: 
Buddhist, Taoist, Christian, Catholic, Hindus, Muslim, and others.  Around a 
third of women were Muslim (33.3%, n = 173), a quarter were Buddhist 
(25.8%, n = 134), followed by fewer proportions of other religious affiliations 
such as Hinduism (11.3%, n = 59), Catholic (6.5%, n = 34), Christian (11.3%, 
n = 59), and Taoist (4%, n = 21). 
4.21.5 Marital status  
Five categories of marital status: single, married, separated, divorced, and 
other (for example, engaged) were used.  The majority of women were 
married (98.1%, n = 510); seven (1.3%) women were single; one (0.2%) was 
divorced and two (0.4%) reported being in the ‘other’ category.  The high 
number of married women in the study was understandable due to the social 
norm in Singapore that women are to be married before having children.  
4.21.6  Years of marriage 
The length of marriage was entered in number of completed years.  The 
average length of marriage for the sample was 3.8 years, with a range from 
one to five years (SD = 0.24).  Half of the women had been married for more 
than three years.  The longest period of marriage among the women was 17 
years and the shortest was six months.  
4.21.7 Living arrangements 
There were four categories of living arrangements: living with husband and 
children, living with parent(s)-in-law, living with parents, and other.  Around 
two-thirds of the women lived with their husband and children (65.2%,  
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n = 339).  The remainder stayed with their parents (13.3%, n = 69), their in-
laws (19.6%, n = 102), or lived alone (2.1%, n = 11). 
 
4.21.8 Number of children 
Over half the women (57%, n = 300) who participated in the study had one 
child, 138 (27%) women had two children, 61 (12%) women had three 
children and about 4% (n = 21) had four children and more.  This is consistent 
with the Demographic Indicators (Key Annual Indicators, 2009) which 
identified that the crude birth rate of Singaporean women is 4.3 per 1000 
population and total fertility rate per female is 1.22. 
4.21.9 Gender of infant 
Women who participated in the study had more male (51%, n = 442) than 
female children (49%, n = 402).  The high number of male newborns is 
consistent with data from Demographic Indicators (Key Annual Indicators, 
2009) which indicate more males (52%) than females (48%) at birth for this 
period. 
4.21.10    Education 
The educational qualifications of women differed slightly from the general 
population figures for women (Census of Population, 2000).  Fewer women 
(19.6%, n = 102) in the sample had completed their GCE ‘O’ level only, 
compared to the national population of 34%.  More than half of the women 
had completed some level of tertiary education: with 28% (n = 146) 
completing a polytechnic diploma, 31.7% (n =165) a university degree and 
10.2% (n = 53) having a postgraduate degree compared to the national 
population of 15.1% for women with a tertiary qualification.   
4.21.11    Employment status and occupation 
Three-quarters (74.6%, n = 388) of the women had full time jobs with 130 
(25%) women working as professionals.  Only 61 (11.7%) women were 
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currently unemployed and 57 (11%) were housewives before and after 
pregnancy.  This is consistent with labour force participation data for women 
at 55.2% for the female population aged 15 years and over (Ministry of 
Manpower 2009). 
4.21.12    Type of housing 
The type of housing was categorised as HDB 1 to 2-room flats, HDB 3-room 
flat, HDB 4-room, HDB 5-room flat/Executive flat, Private: condominium/ 
apartment/landed property, and other.  Over a third (37.3%, n = 351) of 
women lived in a HDB 4-room unit compared to only 56 women (10.8%) 
living in private housing.  This is similar to data from the Home Ownership 
per Household data (Key Annual Indicators, 2009). 
4.21.13   Monthly household income 
Four categories were used for monthly household income: less than S$1000, 
between S$1000–S$3000, between S$3001 to S$5000, and more than S$5001.  
Around 209 (40.2%) women had a monthly household income of more than 
S$5001.This is similar to data from Average Monthly Household Income of 




Table 4-1 Participants’ Demographic Data  
% (n)   Research Sample  % (n)  Singapore Population Age 15 to 44 
% (n) 
Age group  
15–19     0.20 (1)    7.2 (134000) 
20–24     16.30 (85)   0.7 (1239000) 
25–29     46.00 (239)   7 (131300) 
30–34     26.00 (135)   7.6 (143000) 
35–39     10.30 (54)   8.4 (156300) 
40–44     1.20 (6)    8.2 (153000) 
 
Ethnicity 
Chinese     50.60 (263)   74.1 
Malay     30.60 (159)   13.4 
Indian     18.80 (98)   9.2 
 
Religion 
Buddhist     25.80 (134)   42.5 
Other     7.70 (40)    15.4 
Muslim     33.30 (173)   14.9 
Christian     11.30 (59)   14.6 
Hindu     11.30 (59)   4 
Taoist     4.00 (21)    - 
Catholic     6.50 (34)    - 
 
Marital Status 
Single     1.30 (7)    40 (45387) 
Married     98.10 (510)   55.3 (62325) 
Divorced     0.20 (1)    3.8 (4228) 
Other     0.40(2)    - 
 
Years of marriage 
Less than 3 years    50.00(260)   - 
More than 3 years    50.00(260)   - 
 
Living Arrangement 
Husband and children   65.20 (339)   - 
Parents-in-law    19.60 (102)   - 
Parents     13.30 (69)   - 
Other     2.10 (11)    - 
 
Number of Children 
1 child     57.00 (300)   - 
2 children    27.00 (138)   - 
3 children    12.00 (61)   - 
4 children    4.00 (21)    - 
 
Education Level of Participants 
No qualification    0.60 (3)    28 
PSLE/Primary    1.00 (5)    13.9 
GCE ‘O’ Level    19.60 (102)   34  
GCE ‘A’ Level    4.60 (24)    8 
Polytechnic diploma   28.00 (146)   2.6 
University degree    31.70 (165)   7.7 
Postgraduate degree   10.20 (53)   - 
Other     4.20 (22)    4.7 
 
Type of housing 
HDB 1 & 2 room flat   1.30 (7)    4.4 
HDB 3-room flat    19.60 (102)   20.2 
HDB 4-room flat or larger   37.30 (351)   58.6 
Private flats, condominium 
& landed property    10.80 (56)   15.9 
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4.22 Sources of information on traditional birthing practices 
Women reported learning about traditional birthing practices from their 
mothers (89.2%, n = 464) and mothers-in-law (76%, n = 395).  Participants 
reported that relatives (62.9%, n = 327) and friends (53.3%, n = 277) also 
played an important role in creating women’s awareness of traditional birthing 
practices.  
Mass media such as magazines, books, and the Internet were other sources of 
information about traditional birthing practices.  Around 40.6% (n = 211) of 
women learnt about traditional birthing practices from reading magazines and 
information in books (37.9%, n = 197) and websites and the Internet (30.8%, n 
= 161).  Around a third of women (29.6%, n = 154) learnt about traditional 
birthing practices from their husbands. 
4.23 Changes that women would like to make during the perinatal period 
Women were asked if there was anything that they would do differently during 
the perinatal period.  The majority of women, (83.1%, n = 432) were satisfied 
and did not want to do anything differently.  A few women (4.6%, n = 24) 
reported that they would like to eat healthier and some women (12.3%, n = 64) 
would have liked to attend antenatal classes to better prepare them for their 
role as a mother. 
4.24 Factor analysis of the Traditional Birthing Practices Questionnaire 
(TBPQ)  
In this study, the Traditional Birthing Practices Questionnaire (TBPQ) was 
used to collect data on women’s traditional beliefs and practices.  A factor 
analysis of the TBPQ was conducted.  Factor analysis attempts to identify 
underlying factors to explain the pattern of correlations within a set of 
observed variables.  The sample size (n = 520 cases of 73 items) afforded 
sufficient power to conduct an exploratory factor analysis (Norwood, 2009).  
The KMO index of the sampling adequacy was 0.85 and the Bartlett’s test of 
sphericity was statistically significant (p < .001).  Nineteen items from the 
questionnaire were deleted because the factor loading of items was below the 
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0.3 cut-off level and not included in the factors. Furthermore, two widely used 
non-statistical guidelines for judging when enough factors are extracted such 
as eigenvalue rule and the scree test were also performed (Cattell, 1966). 
Initial statistics indicated 18 factors with eigenvalues above 1 (see Table 4-2 : 
Initial Statistics for TBPQ).  However, only three factors were extracted because 
the scree test  
(Figure 4-1 Scree Plot for Traditional Birthing Practices Items per Table 4-2Figure 
4-1 Scree Plot for Traditional Birthing Practices Items per Table 4-2), which plots 
successive eigenvalues for the factors, showed a sharp discontinuity in the 
steep slope of the plot that separated the larger, more important factors from 
the smaller, less reliable factors (Norwood, 2009) between Factors 2 and 3.   
Table 4-2 : Initial Statistics for TBPQ  
Factor   Eigenvalue  % of Variance     Cumulative % 
1   10.95   14.99   14.99 
2   6.71   9.19   24.19 
3   4.43   6.07   30.25 
4   3.58   4.91   35.16 
5   2.59   3.55   38.71 
6   2.36   3.24   41.95 
7   2.17   2.97   44.92 
8   1.94   2.65   47.57 
9   1.68   2.30   49.87 
10   1.62   2.22   52.09 
11   1.46   1.99   54.08 
12   1.32   1.81   55.90 
13   1.22   1.68   57.57 
14   1.20   1.64   59.23 
15   1.14   1.56   60.76 
16   1.10   1.51   62.27 
17   1.09   1.49   63.76 
18   1.01   1.38   65.16 
 
Quartimax rotation was used to simultaneously simplify factors and variables. 
The use of a quartimax rotation (gamma = 0) means the variance of the 
squared factor loadings in each variable is maximised. This orthogonal 
rotational criterion simplifies the rows of the factor loading matrix so that the 
large variable loadings were increased and the small ones decreased so that 
each variable loads only on a few factors (Norwood, 2009). Results indicated 
that the three factors were reliably similar to the expected factor structure. 
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The three extracted factors accounted for 30.25% of the total variance.  A 
significant proportion of the total variance was accounted for by these three 
factors, the remaining variance was presumably accounted for by a 
combination of more contextually dependent variables and/or measurement 
error.  An item correlation matrix revealed three factors which consisted of 
‘Dietary Practices’ (Factor 1), ‘Antenatal Practices’ (Factor 2), and 
‘Labour/Postnatal Practices’ (Factor 3). 
Figure 4-1 Scree Plot for Traditional Birthing Practices Items per Table 4-2  




Table 4-3 Rotated Component Matrix  
 Factor 1 








    
Antenatal food avoid (Eat less) .66 -.05 .11 
Antenatal food avoid (Fermented and 
seasoned soy beans) 
.65 .09 .15 
Antenatal food avoid (Spicy food) .62 .05 -.01 
Antenatal food avoid (Dark coloured 
foods) 
.62 .07 -.01 
Antenatal food avoid (Ginseng & deer 
antler) 
.61 .20 .10 
Antenatal food avoid (Eel, catfish or soft-
shell turtle) 
.60 .30 .11 
Antenatal food avoid (Banana) .60 .02 .02 
Antenatal food avoid (Cold food) .60 .17 -.19 
Antenatal food avoid (Papaya) .59 .07 .08 
Antenatal food avoid (Snake & Frog) .57 .33 .12 
Antenatal food avoid (Rabbit) .57 .29 .11 
Antenatal food avoid (Tea & Chinese 
herbal tea) 
.57 .12 -.01 
Antenatal food avoid (Durian) .54 .24 .16 
Postnatal–Ate betel leaves after every meal .53 -.06 .13 
Antenatal food avoid (Celery) .51 .17 .13 
Postnatal–Substituted green & red chillies 
with black pepper 
.48 .12 .13 
Postnatal–Ate gourd .42 .01 .26 
Postnatal–Limited visitors .42 .21 .02 
Antenatal–Avoid using chipped or cracked 
cups 
.09 .66 -.04 
Antenatal–Avoid drilling walls .12 .66 -.17 








Antenatal–Avoid hammering nails .12 .64 -.17 
Antenatal–Avoid moving house .13 .58 -.05 
Antenatal–Avoid jumping -.02 .58 -.29 
Antenatal–Avoid sitting on steps to your 
home 
.06 .56 .23 
Antenatal–Avoid home renovations .12 .55 -.07 
Antenatal–Avoid moving heavy objects .09 .54 -.13 
Antenatal–Avoid wearing high heels -.02 .54 -.29 
Antenatal–Avoid climbing up and down 
stairs 
.14 .53 -.08 
Antenatal–Avoid using glue .16 .51 -.06 
Antenatal–Avoid using needles or scissors .06 .51 -.17 
Antenatal–Avoid tying cloths/scarf around 
your neck 
.10 .49 .11 
Antenatal–Avoid sexual intercourse .09 .47 -.09 
Antenatal–Avoid walking fast .04 .47 -.17 
Antenatal–Avoid carrying sharp items 
such as nails, scissors 
.06 .43 -.02 
Antenatal–Avoid unsightly toys .33 .41 .07 
Antenatal–Avoid raising hands above your 
head 
.14 .40 -.05 
Antenatal–Avoid sitting on the floor .06 .39 .14 
Antenatal–Avoid sleeping during the day .05 .37 .22 
Antenatal–Avoid squatting .22 .35 .05 
 .11 .31 .09 
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Table 4-3 Continued  
Antenatal food avoid (Fasting during 
Ramadan) 
Labour/Deliver–Recited prayers to the 
newborn's ears straight after birth/delivery 
-.40 .06 .71 
Labor/Delivery–Buried the placenta -.35 -.01 .66 
Postnatal–Had massage of body .01 -.00 .63 
Postnatal– Ate fish .18 .02 .58 
Postnatal–Ate rice, cakes & crackers .23 -.11 .57 
Postnatal–Ate egg .19 -.07 .55 
Postnatal–Ate foods high in proteins such 
as meat 
.20 .03 .54 
Postnatal–Ate vegetables & fruits .12 -.12 .47 
Postnatal–Had abdominal binding -.11 .15 .45 
Postnatal–Did not bathe .24 .18 -.40 
Postnatal–Did not wash hair .22 .20 -.39 
Postnatal–Ate nuts & jagerry .13 -.10 .33 
Postnatal–Ate foods cook in ghee .07 -.07 .32 
Extraction Method: Principal Axis Factoring.  
 Rotation Method: Quartimax with Kaiser Normalisation. 
a. Rotation converged in five iterations. 
 
4.25 Reliability of instruments 
The reliability of the standardised instruments will be reported in this section.  
The internal consistency for Traditional Birthing Practices Questionnaire, 
EPDS, Duke-UNC (FSSQ), and BSES-12 was tested using Cronbach’s alpha. 
The Cronbach’s alpha value was calculated for each section of the survey.  
Section 1 examined the traditional birthing practices during the antenatal 
period, labour/delivery, and the postnatal period. The Cronbach’s alpha 
coefficient for the modified TBPQ was 0.89 (54 items). For each of the factors 
the following results were obtained: Dietary Practices – Factor 1 (18 items; α 
= 0.91), Antenatal Activities – Factor 2 (23 items; α = 0.89) and 
Labour/Postnatal Practices – Factor 3 (13 items; α = 0.73). 
Section 2 examined women’s emotional well-being during the postnatal period 
using the Edinburgh Postnatal Depression Scale (EPDS).  The EPDS consists 
of 10 items and the scoring is based on 4-point scale (0 to 3).  Cronbach’s 
alpha for the EPDS was 0.88. 
Section 3 examined women’s perceived social support using DUKE-UNC 
Functional Social Support Questionnaire (FSSQ) which consists of eight items 
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with responses on a 5-point Likert scale.  The Cronbach’s alpha for DUKE-
UNC (FSSQ) was 0.93.   
In addition, Section 4 measured breastfeeding self-efficacy using 14 items 
from an instrument by Dennis (2004) who developed the questionnaire based 
on self-efficacy theory.  The Cronbach’s alpha obtained was 0.92. 
4.26 Traditional birthing practices adhered to by Singapore women 
The first purpose of this study was to identify the traditional birthing practices 
among Singaporean women.  Traditional birthing practices were divided into 
three areas: dietary practices, antenatal activities, and labour/postnatal 
practices. 
Women’s traditional birthing practices scores were calculated for each 
individual factor.  A score for Dietary practices was calculated as Factor 1 by 
summing the score for each item in the Factor.  The mean score for Factor 1 
was 5.55, range was 0 to 18 and SD was 4.47. 
A score for Antenatal Activities (Factor 2) was also calculated. The mean 
score for Factor 2 was 6.83, range was 0 to 23 and SD was 4.43. 
A score for Labour/Postnatal Practices (Factor 3) was calculated. The mean 
score for Factor 3 was 6.39, range 0 to 13 and SD was 2.72. 
A total traditional birthing practices score was calculated by summing all three 
factor scores together (Factor 1 + Factor 2 + Factor 3).  A low adherence score 
was between 0 and 18, moderate adherence score was between 19 and 36, and 
high adherence score was between 37 and 54.  
The mean total traditional birthing practices score was 15.63, SD = 8.29 and 
range = 0–54.  The result shows that 356 (68.47%) of the women reported low 
adherence to traditional birthing practices throughout the perinatal period.  
About 30.38% (n = 158) women had moderate adherence to traditional 
birthing practices, and a few women (1.15%, n = 6) reported high adherence to 
traditional birthing practices during the perinatal period. 
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4.27 Traditional birthing practices: dietary practices 
In general, Singaporean Indian women adhered most to traditional birthing 
practices with regard to food/herbs/medicines taken during pregnancy 
compared to Chinese and Malay Singaporean women.  About 70.4%  
(n = 69/98) of Indian women avoided eating papaya during pregnancy, 
followed by Chinese (17.1%, n = 45/263), and Malay women (5.7%, n = 
9/159).  About 63.3% (n = 62/98) of Indian women avoid eating durians 
during pregnancy, followed by Chinese (20.9%, n = 55/263), and Malay 
(17.6%, n = 28/159).  Pineapples ranked among the highest of food to avoid 
during the antenatal period.  The majority of Malay women (86.8%, n = 
138/159) avoided eating pineapple, followed by 76.5% (n = 75/98)   of Indian 
and 56.7% (n = 149/263) of Chinese women.  
Participants also avoided certain foods such as rabbit, snake, and frog, eel, 
catfish or soft-shell turtle, with around half of Indian women (53.1%, n = 
52/98) and slightly fewer Chinese (36.1%, n = 95/263), and Malay women 
(30.8%, n = 49/159). About 53.1% (n = 52/98) of Indian women avoided 
eating eel, catfish, or soft-shell turtle during pregnancy, followed by lower 
proportions of Chinese (36.1%, n = 95/263) and Malay (27.7%, n = 44/159) 
women. The main reasons for pregnant women avoiding certain 
foods/herbs/medicines during the antenatal period were to protect their baby 
and their wish to have a healthy child. 
During the postnatal period, women consumed various foods to help regain 
strength.  Foods such as vegetables and fruits ranked the highest with 87.1% 
(n = 453/520) of women consuming these.  Women also consumed foods high 
in protein such as meat (84.4%, n = 439/520); fish (82.3%, n = 428/520); eggs 
(73.3%, n = 381/520); as well as common sources of carbohydrates such as 
gourd (71.5%, n = 91/520); rice, cakes, and crackers (66.7%, n = 300/520). 
Women included some traditional herbs and spices in their food such as ginger 
(57.7%, n = 300/520); traditional herbal medicines (25.6%, n = 292/520); and 
cumin and turmeric (25.6%, n = 133/520).  Some women ate nuts and jaggery 
(19.2%, n = 100/520) and cooked their food in ghee (18.5%, n = 96/520).  
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Only 13.3% (n = 69/520) of women substituted green and red chilies with 
black pepper and only 12.7% (n = 66/520) women ate squid, cockles, prawns, 
or crabs during the postnatal period.  The food that women consumed the least 
during confinement was betel leaves (6%, n = 31/520). 
4.28 Traditional birthing practices: antenatal activities 
Behavioural activities adhered to most by Singaporean women during the 
antenatal period related to avoidance of heavy lifting and physical work.  
More than half of the women (61.5%, n = 320) avoided moving heavy objects 
followed by 45.2% (n = 235) of women who ‘avoided home renovations’ 
during the antenatal period.  Women regarded themselves as the person 
influencing the avoidance of such activity (51.2%, n = 266).  The reason given 
most often for avoiding such activity was to minimise the risk of miscarriage 
(50.4%, n = 262). The activity which women avoided the least was ‘sleeping 
during the day’ (4.2%, n = 22). 
Generally, Singaporean pregnant women were self-motivated to adhere to the 
traditional birthing practices. Husbands and mothers/mothers-in-law, who 
were acknowledged as having life experience, also influenced the women’s 
adherence to traditional birthing practices to a certain degree.  
4.29 Traditional Birthing Practices: labour and postnatal practices 
Singaporean women adhered to certain rituals and practices during and soon 
after labour and birth. Generally, most of the Malay women (95%, n = 
151/159) recited prayers to their newborn’s ears immediately after birth 
compared to very small numbers of Indian women (15.3%, n = 15/98) and 
fewer Chinese women (1.9%, n = 5/263).  The main reason for adhering to 
these activities were religious obligations as reported by Malay women 
(94.3%, n = 150/159), and Indian (15.3%, n = 15/98) women, but very few 
Chinese (1.5%, n = 4/263) women adhered to this practice for religious 
reasons. 
Relatively few women in the current study followed many of the reported 
traditional birthing practices during labour/delivery and the immediate 
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postnatal. About 17% (n = 27/159) of Malay women carried sharp items such 
as nails or scissors after delivery, as did relatively few Indian (8.2%, n = 8/98) 
and Chinese (2.7%, n = 7/263) women.  About 14.5% (n = 23/159) of Malay 
women believed that carrying sharp items such as nails or scissors after birth 
helped to ward away evil spirits.  Furthermore, about 10.1% (n = 16/159) of 
Malay women asked their husbands to cut the baby’s placenta cord, followed 
by Chinese (8%, n = 21/263) and Indian (5.1%, n = 5/98) women.  About 83% 
(n = 132/263) of Malay women buried their placenta after delivery.  The main 
reason for adherence to such a practice by Malay women was again due to 
religious obligations (78.6%, n = 125/159). 
The activities that women commonly adhered to during the postnatal period 
were to ‘stay indoors’, (80.6%, n = 419/520), ‘avoid housework’ (60.8%, n = 
316/520) and ‘wear warm clothing’ (52.9%, n = 275/520).  The reason for 
staying indoors was to help regain strength (55%, n = 286/520).  Around a 
third (32.1%, n = 167/520) of women practised these activities for 
approximately 30 days. 
Other practices including ‘abstinence from sexual intercourse’ (52.7%, n = 
274/520) and ‘rested in bed for 30 days’ (50.6%, n = 263/520) were also 
commonly practised by around half of the participating women.  Activities 
such as having body massages (55.2%, n = 287/520) and abdominal binding 
(43.5%, n = 226/520) were also commonly adhered to by around half the 
sample.  Some women had body massages for approximately seven days 
(14.4%, n = 75/520) and 40 days of abdominal binding (18.3%, n = 95/520).  
Reasons for having massages and abdominal binding were to help the woman 
regain her strength (55.2%, n = 287/520) and her figure (33.3%, n = 173/520). 
Abstinence of certain hygiene activities was still practised by some women.  
About 24.8% (n = 129/520) women did not bathe and 23.7% (n = 123/520) did 
not wash their hair for 30 days.  They regarded their mother and mother-in-law 
as the persons most influencing these practices.  Only 3.1% (n = 16/520) of 
women did not brush their teeth for 30 days. 
The survey also found that 7.1% (n = 37/520) women ‘avoided breastfeeding 
baby’, 4.8% (n = 25/520) women, ‘applied henna to toes, and/or fingernails’ 
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and 1.2% (n = 6/520) women ‘lay on a roasting bed’. The reason for practicing 
such activities was to help regain strength after birth. 
4.30 Differences in traditional birthing practices among Chinese, Malay, 
and Indian women  
The second purpose of the study was to identify similarities and differences in 
traditional birthing practices among Singaporean Chinese, Malay, and Indian 
women.  This section will present the results for activities and diet practised 
during the antenatal period, activities during labour/delivery; and activities and 
diet during the postnatal period.  The results were calculated using the Chi-
Square test. 
During the antenatal period, Singaporean women avoided certain activities 
such as ‘avoid home renovations’[2 (2, 520) 18.11, p <0.01] ‘avoid moving 
heavy objects’ [2(2, 520) 19.89, p <0.01], ‘avoid walking fast’[2(2, 520) 
10.02, p <0.01], ‘avoid jumping’[2(2,  520) 34.46, p <0.01], ‘avoid unsightly 
toys’[2(2, 520)13.19, p <0.01],‘avoid tying cloth/scarf around your 
neck’[2(2, 520)10.74, p <0.01], ‘avoid sexual intercourse’[2(2, 520) 15.76,  
p <0.01], ‘avoid wearing high heels’[2(2,  520) 36.74, p <0.01], ‘avoid 
drilling walls’[2(2, 520) 25.17, p <0.01], ‘avoid using needles or 
scissors’[2(2, 520) 9.87, p <0.01], ‘avoid sleeping during the day’[2(2, 520) 
9.95, p <0.01], and ‘avoid sitting on steps to your home[2(2, 520)13.67,  
p <0.01],’ as outlined in Table 4-4 Traditional Birthing Practices During the 
Antenatal Period.  These activities had a p-value less than 0.01.  Thus, the null 
hypothesis was rejected and indicated that the above activities and ethnicity 
were not independent of each other at 1% level of significance. Therefore, 





Table 4-4 Traditional Birthing Practices During the Antenatal Period  
Practices % of 
Chinese 
women who 
adhered   
% of Malay 
women who 
adhered  





1. Avoid moving house 51.3 37.7 38.8 2(2) 9.18, p < 0.01 
2. Avoid home renovation 54.4 35.8 35.7 2(2)18.11, p < 0.01 
3. Avoid moving heavy 
objects 
69.6 47.8 62.2 2(2) 19.89, p < 0.01 
4. Avoid climbing up stairs 15.2 6.9 12.2 2 (2) 6.40, p <0.01 
5. Avoid raising hands 
above the head 
7.6 3.8 11.2 2 (2) 5.29, p < 0.01 
6. Avoid squatting 27.4 29.6 42.9 2 (2)8.22, p < 0.01 
7. Avoid walking fast 26.2 13.2 21.4 2 (2)10.02, p < 0.01 
8. Avoid jumping 55.1 27.0 35.7 2 (2) 34.46, p < 
0.01 
9. Avoid looking at 
unsightly toys 
18.6 15.7 33.7 2 (2)13.19,p < 0.01 
10. Avoid tying cloth or 
scarf around the neck 
2.7 5.7 11.2 2 (2)10.74, p < 0.01 
11. Carried sharp items 
such as nails and scissors 
14.4 12.6 22.4 2 (2)4.90,p = 0.09 
12. Avoid sexual 
intercourse 
29.7 14.5 16.3 2 (2)15.76,p < 0.01 
13. Avoid wearing high 
heels 
57.4 27.7 39.8 2 (2)36.74,p < 0.01 
14. Avoid hammering nails 49.8 25.8 33.7 2 (2)26.81,p < 0.01 
15. Avoid drilling walls 49.0 25.2 38.8 2 (2)25.17,p < 0.01 
16. Avoid using needles or 
scissors 
18.6 7.5 14.3 2(2) 9.87,p < 0.01 
17. Avoid using chipped or 
cracked cups 
14.4 8.8 15.3 2 (2)3.44,p = 0.18 
18. Avoid breaking soy-
sauce containers 
8.7 7.5 11.2 2 (2)1.02,p = 0.60 
19. Avoid using glue 9.9 4.4 11.2 2 (2)5.04,p = 0.08 
20. Avoid sitting on the 
floor 
8.0 11.3 6.1 2 (2)2.37,p = 0.31 
21. Avoid sleeping during 
the day 
1.5 7.5 6.1 2 (2)9.95,p < 0.01 
 
22. Avoid sitting on the 
doorsteps 
3.4 11.9 12.2 2 (2)13.67,p < 0.01 
23. Avoid fasting during 
Ramadan 
2.3 8.8 12.2 2 (2)15.06, p < 0.01 
 
24. Avoid eating celery 8.4 6.9 32.7 2(2)45.03,p < 0.01 
25. Avoid eating papaya 17.1 5.7 70.4 2 (2)153.37,p < 
0.01 
26. Avoid eating durian 20.9 17.6 63.3 2 (2)75.71,p < 0.01 
27. Avoid eating banana 13.3 2.5 36.7 2 (2)58.06,p < 0.01 
28. Avoid eating rabbit 
meat 
33.8 27.0 51.0 2 (2)15.64,p < 0.01 
29. Avoid eating snake and 
frog meat 
36.1 30.8 53.1 2 (2)13.33,p < 0.01 
30. Avoid eating eels, 
catfish, and soft-shell turtle 
36.1 27.7 53.1 2 (2)16.90,p < 0.01 
31. Avoid eating fermented 
and seasoned soybean 
18.3 15.7 42.9 2 (2)30.53,p < 0.01 
32. Avoid eating cold 
foods 
48.3 13.2 43.9 2 (2)55.13,p < 0.01 






21.3 11.3 35.7 2 (2)21.81,p < 0.01 
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Table 4-4 (Continued) 
34. Eating less food 8.0 4.4 31.6 2 (2)50.67,p < 0.01 
35. Avoid eating ginseng 
and deer antler 
24.3 20.8 44.9 2 (2)19.97,p < 0.01 
36. Avoid drinking tea or 
Chinese herbal tea 
34.2 17.6 42.9 2 (2)21.12,p < 0.01 
37. Avoid eating dark 
colored foods 
15.6 5.0 29.6 2 (2)28.83,p < 0.01 
4.31 Activities during labour/delivery 
Participants performed various activities during the labour/delivery period.  
Table 4-5 Traditional Birthing Practices During Labour/Delivery Periodsummarises 
items in the questionnaire, which were performed by participants according to 
ethnicity.  It was also noted that 10.3% (n = 27) of Chinese and 3.1% (n = 5) 
Malay women reported that their husbands also avoided some of the antenatal 
activities listed in the survey.   Furthermore, more Malay women (17%, n = 
27) compared to Chinese women (0.4%, n = 1) and Indian women (3.1%, n = 
3) performed cultural celebrations during their pregnancy. Activities that 
Malay women tended to practise were to recite prayers to their newborn’s ear 
straight after labour/delivery and placenta burial. 
Table 4-5 Traditional Birthing Practices During Labour/Delivery Period  
Practices % of Chinese 
women who 
adhered  
% of Malay 
women who 
adhered 









1.9 95.0 15.3 2 (2)405.79, 
p < 0.01 
2. Placenta burial 0.8 83.0 6.1 2(2)367.35,  
p < 0.01 
 
During labour and delivery, activities adhered to by Singaporean women such 
as ‘recited prayers to the newborn’s ears straight after birth/delivery’ [2 (2, 
520)405.79 p = 0.01], ‘carried sharp items such as nails or scissors’ [2 (2, 
520)27.37, p = 0.01], and ‘buried the placenta’ [2(2, 520)367.35, p = 0.01] 
had a p-value less than 0.01.  Thus, we can conclude that these activities were 




4.32 Behavioural activities and diet during the postnatal period 
Participants performed various activities and consumed certain foods during 
the postnatal period. Table 4-6 Traditional Birthing Practices During the Postnatal 
Periodsummarised items in the questionnaire, which were performed and 
dietary practices by participants according to ethnicity. 
Traditional activities during the postnatal period were clustered into those 
activities that were avoided and those, which women adhered to.  
Predominantly, women ‘avoided bathing’ [2 (2, 520)130.59, p < 0.01], 
‘avoided washing hair’ [2 (2, 520)124.28, p <0.01], ‘limited visitors’ [2 (2, 
520)39.76, p <0.01], and ‘abstained from sexual intercourse’ [2 (2, 
520)46.82, p <0.01].  Practices adhered to included ‘had abdominal binding’ 
[2 (2, 520)75.99, p <0.01] and ‘had massage of the body’ [2 (2, 520)119.09, 
p < 0.01].  These activities had a p-value of less than 0.01.  Thus, it was found 
that ethnicity did influence adherence to traditional practices during the 
postnatal period. 
Women in this study were most likely to adhere to traditional practices with 
regard to food.  Women adhered to dietary patterns such as ‘eating vegetables 
and fruits’ [2 (2, 520)43.36, p <0.01] ; ‘ate foods high in protein’ [2 (2, 
520)26.27, p <0.01]; ‘ate foods cooked in ghee’ [2 (2, 520)30.36, p <0.01]; 
‘ate nuts and jiggery’[2 (2, 520)31.29, p <0.01]; ‘ate fish’ [2 (2, 520)32.08,  
p <0.01]; ‘ate eggs’ [2 (2, 520)47.37, p <0.01]; ‘ate gourd’ [2 (2, 520)54.66, 
p <0.01]; ‘ate betel leaves after every meal’ [2 (2, 520)110.12, p <0.01]; ‘ate 
rice and crackers’ [2 (2, 520)49.75, p <0.01] and ‘substituted green and red 
chilies with black pepper’ [2 (2, 520)92.27, p <0.01] had p-value less than 
0.01.   Thus, these foods and ethnicity were independent of each other at 1% 




Table 4-6 Traditional Birthing Practices During the Postnatal Period   




% of Malay 
women who 
adhered 





1. Avoid bathing 46.4 1.3 6.1 2 (2)130.59, p < 0.01 
2. Avoid washing hair 44.1 0.6 6.1 2 (2)124.28, p < 0.01 
3. Body massage 31.9 83.0 72.4 2 (2)119.09, p < 0.01 
4. Limit number of visitors 11.0 1.9 27.6 2 (2)39.76, p < 0.01 
5. Abdominal binding 27.8 71.1 40.8 2 (2)76.00, p < 0.01 
6. Eating vegetables and 
fruits 
77.6 97.9 95.9 2(2)43.36, p < 0.01 
7. Eating foods high in 
protein 
 
76.4 93.7 90.8 2 (2)26.27, p < 0.01 
8. Eating foods cooked in 
ghee 
9.9 23.3 33.7 2 (2)30.36, p < 0.01 
 
9. Eating nuts and jiggery 10.6 23.3 35.7  2 (2)31.29, p < 0.01 
10. Eating fish 73.0 93.1 89.8 2 (2)32.08, p < 0.01 
11. Eating eggs 60.1 86.2 87.8 2 (2)47.37, p < 0.01 
12. Eating gourd 10.3 13.8 42.9 2 (2)54.66, p < 0.01 
 
13. Substituting green and 
red chillies with black pepper 
7.2 5 42.9 2 (2)92.27, p < 0.01 
14. Eating betel leaves after 
every meal 
0.8 0.6 28.6 2 (2)110.12, p < 0.01 
15. Add rice and crackers 52.5 83.6 77.6 2 (2)49.75, p < 0.01 
4.33 EPDS score 
The EPDS score was used in this study as a measure of emotional well-being 
in postnatal women during the seven days prior to the survey.  About 11.5% (n 
= 60/520) women scored above 12 on the EPDS indicating less emotional 
well-being.  However, the overall sample mean score for EPDS was low at 
3.89, SD = 5.11and ranged from 0 to 21. 
4.34 DUKE-UNC (FSSQ) score 
The mean score on the DUKE-UNC (FSSQ) was 4.13, median = 4, SD = 0.67, 
and range 1–5 (as outlined in Table 4-7 EPDS, DUKE-UNC, and BSES-SF Scores). 




4.35 BSES-SF  
About 75% (n = 384) of women were still breastfeeding at six weeks postnatal 
(as outlined in Table 4-7 EPDS, DUKE-UNC, and BSES-SF Scores).  Around a 
quarter of women (25%, n = 134/520) were not breastfeeding.  The BSES-SF 
scores for those women still breastfeeding revealed a mean score = 49.75, SD 
= 9.44, range = 0 to 70. Higher scores indicated higher breastfeeding self-
efficacy.  
Table 4-7 EPDS, DUKE-UNC, and BSES-SF Scores  
Value N Mean Standard 
Deviation 
Variance Range Possible 
Range 




520 4.13 0.67 0.45 1–5 1–5 
BSES-SF 384 49.75 9.44 89.01 0–70 0–70 
 
4.36 Relationship between variables  
Pearson correlation analysis (as shown in Table 4-8Table 4-8 Correlation 
among variables ) suggested a significant relationship between adherence to 
Traditional Birthing Practices (TBP) and women’s emotional well-being, 
social support and breastfeeding self-efficacy.  
Table 4-8 Correlation among variables  









Factor 1 - .129* .144** .733** -.173** -.048 .031 
Factor 2  - .051 .707** .087 -.071 -.134* 
Factor 3   - .378** -.306** .040 .123* 
Total 
F1+F2+F3 
   - .008 -.094* -0.61 
Total 
EPDS 
    - -.219** -.327** 
Total Duke 
UNC 
     - .193** 
Total  
BSES 
      - 
*Significant at 0.05 level) 
** Significant at 0.01 level (2-tailed) 
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4.37 Effects of traditional birthing practices on emotional well-being, 
social support, and breastfeeding self-efficacy 
The third purpose of the study was to identify the effects of traditional birthing 
practices on emotional well-being, social support, and breastfeeding self-
efficacy.  This was examined using Multiple Linear Regression with a 
simultaneous selection method. This means all variables were entered in the 
model simultaneously (Norwood, 2009). 
4.38 Effects of traditional birthing practices on women’s sense of well-
being 
Using the enter method, the results of the study showed that adherance to 
traditional birthing practices had no significant effect on women’s sense of 
well-being as measured by the EPDS. It was found that adherance to total 
traditional birthing practices explained only 1% of variance (Adjusted R 
square = -0.01) and did not significantly predict emotional well-being  
(β = 0.01, p = 0.85).  
However, the results of the regression in Table 4-9 indicated that the three 
TBP subscales explained 11% of the variance (Adjusted R square = 0.11). It 
was found that emotional well-being was significantly predicted by Dietary 
Practices (β = -0.21, p < 0.01), Antenatal Activities (β = 0.13, p < 0.05) and 
Labour/Postnatal Practices (β = -0.20, p < 0.01). The results indicate an 
inverse relationship between dietary practices and labour/postnatal practices 
and reported emotional well-being. There was a positive relationship between 
antenatal traditional birthing practices and emotional well-being. 
Table 4-9 Effects of TBP Factors on Women’s Sense of Well-Being 
                                                                       Β  t Sign  95% Confidence Interval
        Lower  Upper Bound 
Factor 1 Dietary Practices  -0.241  -3.832 .000 --0.364     0.117 
Factor 2 Antenatal Activities 0.148  2.444 .015 0.029     0.267 
Factor 3: Labor/Postnatal Practices -0.426  -0.202 .000 -0.649    -0.203 
Total Factors (F1+F2+F3) 0.005 0.005 0.186 0.852 -0.48  0.058 
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Note: B=beta, t= T test, Sig = Significant at 0.05 level 
4.39 Effect of traditional birthing practices on women’s perceived social 
support 
The results of the study showed that adherance to total traditional birthing 
practices had no significant effect on women’s perceived social support as 
measured by the DUKE-UNC (FSSQ). It was found that adherance to total 
traditional birthing practices explained only 1% of variance (Adjusted R 
square = 0.01) and did not significantly predict perceived social support  
(β = -0.09, p = 0.33).  
The results of the regression also indicated that all three TBP subscales 
explained only 0.8% of the variance (Adjusted R square = 0.08).  It was found 
that social support did not significantly predict perceived social support as 
shown in Table 4-10 Effects of TBP Factors on Women’s Perceptions of Social 
Support.  
Table 4-10 Effects of TBP Factors on Women’s Perceptions of Social Support  
                                                                            Β  t Sig  95% Confidence Interval
        Lower         Upper Bound 
Factor 1 Dietary Practices  -0.007  -0.677 .499 -0.027 0.013 
Factor 2 Antenatal Activities -0.013  -1.373 0.006 -0.033 0.006 
Factor 3: Labor/Postnatal Practices 0.001  0.970 0.005 -0.035 0.037 
Total Factors (F1+F2+F3)  0.009  -0.094 0.033 -0.016 -0.001 
Note: B=beta, t= T test, Sig = Significant at 0.05 level 
4.40 Effect of traditional birthing practices on breastfeeding self-efficacy 
The results of the study showed that adherance to traditional birthing practices 
as shown in Table 4-11 Effects of TBP Factors on Women’s Breastfeeding Self-
Efficacy  had no significant effect on women’s breastfeeding self-efficacy as 
measured by the BSES. It was found that adherance to total traditional birthing 
practices explained only 2% of variance (Adjusted R square = 0.02) and did 
not significantly predict breastfeeding self-efficacy  
(β = 1.45, p = 0.23).  
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However, results of the regression indicated that one TBP subscale explained 
0.4% of the variance as shown in Table 4-11 Effects of TBP Factors on Women’s 
Breastfeeding Self-Efficacy. It was found that adherance to total traditional 
birthing practices explained 2% of variance (Adjusted R square = 0.02) and 
there is an inverse relationship between adherence to antenatal activities and 
predicted breastfeeding self-efficacy (β = -0.16, p < 0.01).  
 
Table 4-11 Effects of TBP Factors on Women’s Breastfeeding Self-Efficacy   
                                                                            Β  t Sig 95% Confidence Interval
        Lower         Upper Bound 
Factor 1 Dietary Practices  0.090  -0.662 0.509 -0.178 0.357 
Factor 2 Antenatal Activities -0.359  -2.494 0.013 -0.642 -0.075 
Factor 3: Labor/Postnatal Practices 0.331  1.240 0.410 -0.195 0.856 
Total Factors (F1+F2+F3)  -0.071  -1.203 0.230 -0.188    0.045 
Note: B=beta, t= T test, Sig = Significant at 0.05 level 
4.41 Conclusion 
The chapter outlined the characteristics of this sample of Singaporean 
childbearing women.  The reliability and validity of all measures used in the 
study were established.  Results of this study described the traditional birthing 
practices adhered to by Singaporean Chinese, Malay, and Indian women.  
Women who stayed with their mother or mother-in-law were more likely to 
adhere to traditional birthing practices than those who did not.  Results from 
Pearson correlation shows a significant relation between adherence to 
traditional birthing practices to women’s emotional well-being, social support 
and breastfeeding self-efficacy.  However, multiple regression analysis 
showed that adherence to certain traditional birthing practices had no 
statistically significant effect on emotional well-being, social support and 
breastfeeding self-efficacy of Singaporean women. However, it was found that 
women who adhere to dietary practices, antenatal activities and 
labour/postnatal practices during the perinatal period had a poorer sense of 
emotional well-being. In addition, women who adhere to more antenatal 
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Chapter 5  Discussion 
5.1 Introduction 
This two-phase study of a large representative cohort of postnatal women 
found that Singaporean Chinese, Malay, and Indian women adhered to 
traditional birthing practices to a certain extent.  Results showed that ethnicity 
had a significant and sizable effect on traditional birthing practices adhered to 
by Singaporean women across the perinatal period.  Women reported making 
their own decisions about whether to perform or reject certain traditional 
birthing practices although mothers and mothers-in-law were influential in the 
postnatal period.  Results of the general linear regression analyses indicated 
that adherence to traditional birthing practices had no statistically significant 
effect on emotional well-being (as measured by the EPDS), perceptions of 
high social support and breastfeeding self-efficacy. However, it was found that 
women who adhered to more traditional dietary practices, antenatal activities 
and labour/postnatal practices during the perinatal period reported lower 
emotional well-being and were more likely to have postnatal depression. Also, 
women who reported adhering to more traditional antenatal activities during 
the perinatal period were less confident to breastfeed their baby according to 
scores on the BSES. 
This study had methodological strengths that improved on those used in prior 
research in this field.  Firstly, this study was grounded on the experiences of 
birthing women.  Data derived from the interviews informed the development 
of survey items and enhanced the validity of the research.  Secondly, the large-
scale survey allowed for a fuller and more accurate examination of the 
traditional birthing practices adhered to by Singaporean women, similarities 
and differences across ethnic groups, and the effect of traditional birthing 
practices on emotional well-being, social support, and breastfeeding self-
efficacy.  Thirdly, the study population was adequately representative of the 
childbearing population in Singapore with regard to age, marital status, and 
ethnicity.  The large sample size permitted a range of statistical analyses with 
sufficient power.  The sample comprised of both primiparous and multiparous 
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Singaporean Chinese, Malay, and Indian women.  Data analysis was 
conducted on the sample as a whole and the three ethnic sub-groups 
individually.  Overall, the similarities in adherence to, or avoidance of, certain 
traditional birthing practices were far more striking than the differences.  
Finally, most of the research data were gathered using self-report 
questionnaires and standardised psychometric instruments that allowed for 
comparisons across ethnic groups living in the Singaporean community.  
This chapter will discuss the main outcomes of the study with regards to the 
effects of traditional birthing practices on emotional well-being, social 
support, and breastfeeding self-efficacy of participating women.  The findings 
will be examined in relation to contemporary literature on traditional birthing 
practices.  Limitations of the study and implications for clinical practice, 
education, and future research will also be discussed. 
5.2 Traditional birthing practices of Singaporean Chinese, Malay, and 
Indian women 
The results of both the qualitative and quantitative studies identified that a 
range of traditional birthing practices were performed across the perinatal 
period which was inclusive of the antenatal period, during labour/delivery, and 
the postnatal period. Traditional birthing practices adhered to by Singaporean 
women were often based on the ‘hot’ and ‘cold’ concept.  This finding is 
similar to other studies that identified that Chinese (Ngai, 1997; Lee, Ngai, 
Ng, Lok, Yip, & Chung, 2009), Malay (Laderman, 1987), and Indian 
(Choudhary, 1997) birthing women adhered to various traditional birthing 
practices because of the belief in the humoral components that affect health. 
This current study found that even though contemporary Singaporean women 
may pride themselves on being modern in a western, developed country sense, 
they still abide by some traditional beliefs and practices across the perinatal 
period.  Singaporean Chinese, Malay, and Indian women believe that the body 
of the childbearing woman needs to be nursed back to its prenatal state, given 
the stress and dramatic physiological changes experienced by their bodies 
during pregnancy, birth, and after childbirth.  The period of convalescence 
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immediately following childbirth, known as confinement in many Asian 
cultures, was characterised by a number of traditional practices. 
 
This current study found that Singaporean women prefer to modify certain 
practices or take a ‘shortcut’ during the confinement period.  Traditionally, 
Malay and Indian women had 40–44 days of confinement (Choudhary, 1997; 
Laderman, 1987).  The current study showed that they now prefer 30 days of 
confinement.  This was similar across cultures with Chinese Singaporean 
women also reporting 30 days.  The results from this current study showed 
that Malay and Indian women go through 30 days of confinement because the 
shorter period was less restrictive for their modern lifestyle. 
As Chinese forms the dominant population group in Singapore, minority 
groups such as Malays and Indians tended to adopt certain practices from the 
Chinese community because Chinese traditional practices have the greatest 
acceptance in Singapore society.  For example, a great deal of emphasis and 
recognition is given to Traditional Chinese Medicine (TCM) in Singapore.  
This is evidenced by the establishment of the Nanyang Technological 
University’s (NTU) double degree Programme in Biomedical Sciences and 
TCM in 2008  (Straits Times, 17
th
 July 2008).  The NTU double degree 
programme encompasses a unique and innovative ‘East Meets West’ 
approach, which exposes students to recent findings from the biomedical 
sciences as well as principles and practice of TCM. 
Over time there has been increasing emphasis on the scientific basis of 
traditional health practices. For example, one local research study was 
conducted on the correlation between the ‘yin-yang’ concept with the western 
concept of oxidation. It was proposed that the anti-oxidation process that 
prevents over-oxidation can be called ‘yin’, and energy-generating oxidation 
processes belong to ‘yang’ (Ou, Huang, Hampsch-Woodill, & Flanagan, 
2003).  There have been other studies done on Malay and Indian herbs used in 
traditional birthing practices.  Malay herbs such as Kacip Fatimah also known 
as Labisia pumila (Myrsinaceae), which is a traditional herbal medicine has 
been used by many generations of Malay women to induce and facilitate 
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childbirth as well as being a postnatal medicine to promote good health during 
postnatal recovery (Zaizuhana, Puteri, Noral’ashikin, Muhammad, Rohana, & 
Zakial, 2006). 
In relation to dietary restrictions during pregnancy, practices such as avoiding 
‘cold’ foods like celery and papaya were still adhered to by Indian 
Singaporean women because these foods were believed to cause a spontaneous 
miscarriage (Choudhary, 1997).  Similarly, many Singaporean women 
(69.6%) avoided eating pineapple because of fear of miscarriage. The 
avoidance of pineapple has been consistently reported in other Asian-based 
studies (Laderman, 1987; Choudhary, 1997, Ngai, 1997).  Even though there 
is no scientific evidence about how these foods can affect the ability of women 
to carry a fetus to full term or the health of the unborn child, women still 
adhered to these practices for fear that they would be held responsible for a 
miscarriage or if the child was born with some abnormality.  These maternal 
fears were similar to results reported by other researchers (Laderman, 1987; 
Choudhary, 1997; Ngai 1997, & Chien et al., 2006) with relevant ethnic 
groups of childbearing women.   
During the antenatal period, Singaporean women reported adhering to certain 
traditional birthing practices because of their maternal instinct to protect the 
unborn child.  This finding is supported by other research with similar 
populations. For example, it was reported that some Chinese women avoided 
raising their hands above their head because of fear that this would lead to 
miscarriage (Lee et al., 2009).  Similarly, Indian women avoided squatting 
during the antenatal period because of the same fear (Choudhary, 1997). 
The majority of Singaporean women delay marriage in order to obtain a higher 
level of education or career advancement and often work throughout their 
pregnancy (Population, 2011).  Similarly, the number of mature Singaporean 
women becoming pregnant for the first time has increased over the years and 
they are having fewer children (Statistics from the Singapore Census of 
Population 2011).  More women were marrying later than before (Population, 
2011).  The delay in marriage occurred for females at all levels of educational 
achievement and for all the main ethnic groups (Chinese, Malay, and Indian).  
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The rising age at the time of marriage was most marked for Singaporean 
Malay and Indian women.  In the period from 1960 to 2011, the average age 
of marriage for these two groups increased by seven years (Population, 2011). 
As these women had a later start in becoming pregnant, their babies are more 
likely to be perceived as precious and important (The New Paper, 2012).  The 
trend toward delaying marriage by Singaporean women has been evolving 
over the past decade. Statistics from the Singapore Census of Population 2011 
stated that one-child families were becoming more common.  Among ever 
married females aged 30–39 years in 2000, 24% had one child compared with 
21% of females in 1990.  For women aged 40–49 who were likely to have 
completed childbearing, the proportion with one child also increased, from 
11% in 1990 to 15% in 2000. The result from the study showed similar trends 
among the Singaporean Chinese, Malay, and Indian women. 
Furthermore, even though there is a traditional Asian belief about the value of 
male children in continuing the family line, this current study found that the 
gender of the child was not important as long as the child was healthy.  This 
study also found a strong correlation between family size and educational 
level of the mother (Singapore Census of Population, 2011).  On average, 
university graduates in all age groups have fewer children.  For the age group 
40–49 years in 2000, ever married graduate females had 1.9 children 
compared with 2.4 children for those with less than secondary education 
qualifications.  The fertility differential was larger among younger females in 
their 30s, 1.3 children for the graduates as opposed to 2.1 children for females 
with less than secondary education qualifications.  This was largely due to late 
marriage among the graduates as well as a desire for fewer children.  Thus, 
Singaporean women are faced with increasing social pressure to ensure that 
they gave birth to a healthy child.  For those women who were interviewed 
and had sought advanced medical intervention such as  in-vitro-fertilisation for 
conception, fear of miscarriage, or thoughts of losing the baby were 
motivating factors for adherence to traditional birthing practices.  This was to 
ensure that they safely delivered a healthy baby. 
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Similarly, results of the larger survey also identified that fear for the health of 
the child was the main reason women adhered to traditional birthing practices.  
As Singaporean women are now opting to have fewer children, they hoped 
that the unborn baby would be healthy and good looking.  In line with these 
aspirations, Singaporean women avoided eating dark-coloured food because of 
fears of having an ‘ugly’ baby with skin discoloration which is a traditional 
belief.  During pregnancy, it was imperative for Singaporean women to ensure 
that the baby had a good start in life and adherence to traditions was seen to 
foster this outcome. 
However, this current study also identified differences with the past and 
possible distinctions with other Asian countries. For example, the current 
study found that Singaporean women avoided eating snake and frog meat, eel, 
catfish, and soft-shell turtle not because of fear that these foods would cause 
the unborn baby to have a cleft lip or scaly skin as reported by Lee, et al., 
(2009) but rather because these foods were rarely part of their diet.  However, 
such foods may be more prevalent in rural and remote mainland Chinese 
communities and still be part of their traditional beliefs.  
Some other practices have continued over time and across different countries. 
For example, during labour and delivery, Malay women were more likely to 
adhere to practices such as reciting prayers to their newborn’s ears and 
placenta burial because of religious obligations.  As the majority of Malay 
women are Muslim, adherence to such traditional birthing practices was not 
only culturally related but also religiously influenced (Laderman, 1987), and 
so have continued to be practised over time. 
The results from the present study revealed that Singaporean Chinese, Malay, 
and Indian women did not only adhere to traditional birthing practices 
predominantly from their own culture.  Singaporean women adopted 
traditional birthing practices from other cultures that they thought would 
benefit them.  Singaporean Chinese and Indian women for example, adopted 
the use of body massage and abdominal binding, which was practised by 
Singaporean Malay women during the postnatal period.  This was because 
Singaporean women were aware of the benefits of such practices to their 
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health.  Media and other advertisements for pre/postnatal massages may have 
also influenced Singaporean women to adopt these practices during the 
postnatal period.  Promotion packages by spa salons often attract Singaporean 
women wanting to achieve an attractive body shape and greater well-being 
after giving birth.  The use of spa facilities may also be a reflection of the 
increasing affluence of modern Singaporeans who have more disposable 
income and devote more time to pleasurable activities than in the past (Straits 
Times, 6
th
 January, 2011). 
The present study also identified that Singaporean women predominantly 
made their own decisions about which traditional birthing practices they 
adhered to, modified or rejected.  This result differs from earlier studies, 
which identified mothers, mothers-in-law and husbands as the main persons 
who influenced adherence to traditional birthing practices (Liu, et al., 2006; 
Laderman, 1987).  Independent decision making could be due to the effects of 
modernity and the increasing status of women.  Many birthing women in 
Singapore are likely to be well educated and financially independent compared 
to women in the past.  Furthermore, Singapore is a cosmopolitan country, and 
women are able to source information on traditional birthing practices from a 
range of international sources such as books and the Internet rather than rely 
on female relatives.  At a local level, an Internet forum such as the Singapore 
Baby Centre encourages Singaporean women to share and discuss ideas with 
other women on such practices.  Medical and healthcare professionals often 
moderate such forums on the web.  Thus, women can easily obtain reliable 
information and advice about traditional birthing practices before deciding if it 
is right for them. 
With the emergence of the Internet, Singaporean women are less likely to seek 
medical advice from staff in antenatal clinics.  This, however, may be a 
worrying trend because not all information on the Internet is accurate.  
Findings from this current study suggest that healthcare professionals need to 
be mindful of, and inquire about the quality of information that women obtain 
from the Internet.  Such information may not be scientifically tested or valid. 
By asking about the various sources of information accessed by pregnant 
women, health professionals can initiate conversations about women’s 
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intentions and provide accurate information on these traditional birthing 
practices. 
In summary, Singaporean Chinese, Malay, and Indian women adhered to 
traditional birthing practices, which they believed were beneficial to the 
unborn baby’s health and in order to regain strength after childbirth.  In 
contrast to previous studies, the current study found that social pressure to 
have a ‘perfect’ child influenced Singaporean women to take extra precautions 
during pregnancy.  The efficacy of such practices has rarely been tested.  With 
increasing technology, Singaporean women now seek information on the web 
and other sources rather than from their mothers and mothers-in-law. 
5.3 Differences in traditional birthing practices among Singaporean 
Chinese, Malay, and Indian women 
In the first instance, the traditional birthing practices were identified and 
compared among cultures.  Results from the comparison identified more 
similarities than differences. 
Singaporean Chinese Singaporean women adhered to more behavioural 
traditional birthing practices compared to Singaporean Malay and Indian 
women during the antenatal period.  Singaporean Chinese women adhered to 
more antenatal activities such as avoiding moving house and home 
renovations which were similar to the findings of Lee et al., (2009).  
Singaporean Indian women on the other hand adhered to practices which were 
deemed to have more impact on the appearance of the baby.  Singaporean 
Indian women adhered to practices such as avoiding the consumption of dark-
coloured foods and the use of chipped cups which were also similar to the 
practices reported by Choudhary (1997).  Singaporean Malay women adhered 
to practices that had an impact on the process of labour/delivery. Singaporean 
Malay women avoided sleeping during the day and sitting at the doorsteps of 
their home for fear of having a difficult labour.  This was similar to the 
findings from a study with a group of Malaysian women by Laderman (1987) 
who reported that women believed that sleeping during the day would increase 
a woman’s ‘white blood’ and cause blindness. 
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Overall, Singaporean Indian women adhered to more antenatal birthing 
practices compared to Singaporean Chinese and Malay women.  This could be 
because Indian women recognised pregnancy as a socially powerful role and it 
was expected that every girl would marry and become a mother one day 
(Choudhary, 1997).  Thus, throughout the childbearing period, Singaporean 
Indian women’s relatives, mothers, or mothers-in-law would provide 
information, guidance, and assistance and therefore, increase the likelihood of 
adherence to more traditional birthing practices. 
Singaporean Malay women on the other hand who were mostly Muslim 
adhered to more traditional birthing practices which were rituals commonly 
practised during labour/delivery such as whispering prayers to the newborn 
after birth.  It is believed that if the first words that the newborn hears are 
verses from the Quran, then these words would help shape the baby to be a 
better human being when he/she grows up.  Most Singaporean Chinese women 
who did not live with their extended family during the antenatal period were 
less likely to adhere to traditional birthing practices they thought were not 
beneficial for their baby’s health.  Without the close watchful eyes of their 
elders, Singaporean Chinese women were selective about which traditional 
birthing practices they adhered to during the antenatal period. 
Singaporean Malay, Indian, and Chinese women performed cultural 
celebrations during the antenatal period.  These cultural celebrations were 
prayers in the temples, churches, and social gathering of families and friends 
to celebrate the woman’s pregnancy.  The culture-based celebration of 
abdomen rocking (lenggang perut) as described by Laderman (1987) was 
rarely performed by Singaporean Malay women, but religious prayers and 
feasts were performed.  Singaporean Malay women no longer performed 
abdomen rocking because of the mystical reasons for performing which was 
believed to assist the optimal positioning of the unborn foetus in the womb in 
preparation for birth.  As Singaporean women have become more educated, 
they no longer believe in such practices. 
During the postnatal period, some Singaporean Chinese women still avoided 
bathing and hair washing.  However, instead of not bathing for the whole 
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confinement period, Singaporean Chinese women did not bathe for two weeks 
and instead wiped themselves with warm herbal medications to maintain their 
hygiene.  This change of practice was in contrast to the findings from 
relatively recent previous studies (Liu, Mao, Sun, Liu, Chen, & Ding, 2006;  
Chien, Tai, Ko, Huang, & Shen, 2006).  Because Singapore is a hot and humid 
country there is greater awareness among women about the need to maintain 
hygiene to avoid infection.  Singaporean Indian women too, no longer adhered 
to applying henna to toes and fingers during the postnatal period. This was 
replaced by having a manicure and/or pedicure (Weekly, 2010). 
Similar to practices in the antenatal period, Singaporean Chinese women 
continued to add herbal medications such as ginger to their foods in the 
postnatal period.  This finding was similar to an earlier study by Chien, Tai, 
Ko, Huang, & Shen (2006) who found that women used ginger to expel ‘wind’ 
from the body.  Continuation of this traditional practice showed that 
Singaporean Chinese women still believed in the concept of ‘yin’ and ‘yang’ 
for childbearing health. As identified earlier, there continues to be wide 
acceptance of TCM (Traditional Chinese Medicine) in Singapore.  TCM 
identifies that the postnatal woman’s body is in the ‘cold’ state.  Ginger helps 
to ‘warm’ the body and thus maintain balance and promote women’s health 
(Chien et al., 2006).  Various studies on ginger showed that benefits were also 
widely accepted in western medicine (Lee et al., 2009). 
Singaporean Indian and Malay women adhered to more traditional birthing 
practices during the postnatal period compared to Singaporean Chinese 
women.  This could be due to closer family ties in both the Indian and Malay 
communities whereby mothers or mothers-in-law looked after the women 
during the confinement period.  This was in contrast to Singaporean Chinese 
women who were more likely to hire confinement nannies or have domestic 
maids to care for them.  Without supervision from their mothers or mothers-
in-law, the chances of women rejecting or modifying traditional birthing 
practices to suit their own needs were higher. 
In summary, postnatal traditional birthing practices were still practised by 
Singaporean Chinese, Malay, and Indian women.  Women rejected practices 
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that no longer suited their modern lives.  Modifications of practices were done 
to suit their current context, cultural priorities, and needs of each individual 
woman.  Harmful practices such as placing hot stones on the abdomen were no 
longer practised because women did not report any evidence of uterine healing 
but instead were at risk of burning the skin of their abdomen.  Modification of 
practices such as washing hair and quickly drying it in the postnatal period 
helped women to maintain hygiene and also prevented the risk of getting a 
chill. 
5.4 Effects of traditional birthing practices on emotional well-being, 
social support, and breastfeeding self-efficacy 
The current study examined the extent to which adherence to traditional 
birthing practices was associated with better emotional well-being, better 
social support, and breastfeeding self-efficacy. 
5.5 Effect of traditional birthing practices on emotional well-being 
The current study found no statistical association between traditional birthing 
practices and emotional well-being. Investigation of the components of the 
TBP found a statistical association between avoiding certain activities and 
women’s decreased sense of well-being.  The result from the current study is 
consistent with that of Chee et al. (2005) in their study of Chinese women who 
found that those who adhered to traditional birthing practices were more likely 
to experience postnatal depression.  
The current study showed that adhering to certain traditional birthing practices 
that were seen as detrimental to the health of the unborn baby and promoted 
maternal health have a negative impact on women’s sense of well-being. It 
could be that adhering to traditional birthing practices was seen as personally 
and socially restrictive by some women and contributed to a sense of 
unhappiness in the postnatal period. These results are similar to an earlier 
study by Leung, Arthur, & Martison (2005) who noted that adhering to 
traditional birthing practices had a negative impact upon women’s emotional 
well-being.  In particular Leung et al. ( 2005) noted that women reported 
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higher levels of stress, partly because of the tensions and obligations for the 
woman to obey her husband’s relatives, particularly her mother-in-law.  Leung 
et al.  (2005) suggested that practising the rituals had a crucial effect upon 
women, and the degree to which they could adapt the rituals to fit into their 
modern lives influenced their sense of well-being.  These tensions between 
traditions and modern life adversely affected their level of stress and 
contributed to the development of postnatal depression. 
While the results from the present study showed that mothers and mothers-in-
law of Singaporean women were a source of support and information about 
traditional birthing practices, Singaporean women also made some decisions 
in adhering to traditional birthing practices with relatively little influence from 
others. This finding indicates a departure from past social practices, perhaps 
reflecting the increasing status of women and the declining influence of 
mothers-in-law in some Asian societies.  
The association between depressive symptoms and traditional birthing 
practices at this time may reflect tensions between the past and present for 
birthing women, especially in societies (such as Singapore) where there is a 
declining rate of childbirth and each child is precious but the onus of 
responsibility for this outcome is placed on women. There seems to be a 
tension between adherence and non-adherence to TBP. If there is a less-than-
perfect outcome for the baby then the woman may be the victim of 
recriminations from relatives and indeed from herself for not following well- 
established practices. Anxiety about ‘doing the right thing’, but a lack of belief 
about the usefulness of the practice may contribute to feelings of depression. 
Depressive symptoms may also arise from the mother-in-law assuming control 
in the household during the confinement and interpersonal conflict with the 
daughter-in-law.  The quality of support provided to new mothers may be 




5.6 Effect of traditional birthing practices on women’s sense of social 
support 
Adherance to traditional birthing practices had no significant effect on 
women’s perceptions of social support. No relationship was found with regard 
to the TBP total score or any of the three subscale scores. This may be due in 
part to the finding that the majority of participants reported a high level of 
social support and could reflect the positive attention paid to pregnant women 
in general. Adhering to traditional birthing practices may promote cohesion, as 
all members of the immediate and extended family work together to protect 
the woman and her fetus during pregnancy, and nurse the woman back to her 
prenatal state in the postnatal period (Choudhary, 1997; Laderman, 1987). 
This study showed that certain traditional birthing practices such as the ritual 
of abdominal binding was still practised by women, but was not associated 
with women’s sense of social support even though women would require the 
assistance and support of their husbands and relatives in order to conduct the 
rituals and integrate such practices into their activities of daily life. 
Support, usually in the form of family members caring for the new mother and 
her infant during the confinement, is almost always provided by female 
relatives (such as the mother and mother-in-law) and husband (Ho, 1996). 
Furthermore, in Singaporean society organised support comes from the 
extended family as well as paid domestic workers. This period of prescribed 
support is closely aligned with the collectivistic nature of Asian culture 
compared to the individualistic orientation of many western cultures. The aim 
of the social support is usually to ensure an extended period of rest for the 
mother and time for her to bond with the baby. Although this form of support 
was observed across the three ethnic groups participating in this study, this 
practice can also engender some tensions between the new mother and her 
relatives, particularly if the woman feels confined or resents the authority 
being assumed by the older female relative. Tension may also be associated 
with not observing the traditional period of rest. All the participating cultures 
in this study perceive that non-adherence to the prescribed rest may result in ill 
health or premature ageing in the short or longer term.  
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It is, however, reasonable to assume that the participating women in this study 
valued the increased support offered to them in the postnatal period.  ‘Doing 
the month’ and its equivalent in other cultures usually reinforces the value 
ascribed to motherhood and the well-being of the child, as well as 
acknowledging the work to be done by the woman in the transition to 
motherhood (Emmanuel et al., 2011).  
5.7 Effect of traditional birthing practices on breastfeeding self-efficacy 
The results from this current study also revealed that adherence to traditional 
birthing practices had no effect with higher reported breastfeeding self-
efficacy.  As previously identified, women in Singaporean society perceived a 
high level support from the people around them.  For example, husbands play 
an important role in supporting women to breastfeed.  Scott, Shaker, & Reid 
(2004) reported that a woman’s breastfeeding attitude was significantly 
correlated with her partner’s attitude.  The father’s involvement enhanced the 
self-efficacy of the women to successfully mother her baby which is 
reasonable when considering that ‘professional help cannot replace the day-to-
day support that couples provide for each other’ (De Oliveria, Camache, & 
Tendston, 2001).  
In addition to the dietary practices described in this study, there were also 
several traditional cultural practices related to breastfeeding. Due to negative 
beliefs surrounding colostrum, breastfeeding may be delayed by some 
Singaporean Indian women, although generally, Singaporean women in this 
study performed traditional birthing practices to help them increase the 
production and quality of breast milk.  Undertaking specific activities to 
enhance the amount and quality of breast milk may be a reflection of high 
motivation. Motivation to succeed at breastfeeding has been associated with 
higher breastfeeding self-efficacy (Meedya, Fahy, & Kable, 2010). The 
current study also showed that adhering to certain antenatal traditional birthing  
activities such as avoid wearing high heels and moving house contributed to 
low confidence to breastfeed.  It could be that women may feel restricted by 
adherence to traditional birthing practices and may lose confidence in their 
ability to breastfeed their baby successfully. 
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The World Health Organisation (WHO) recommends that infants should be 
breastfed for the first six months of life for optimal health and development 
(WHO, 2010).  WHO also recommends that infants should continue to be 
breastfed for up to two years of age and beyond while weaning onto semi-
solid food.  Breastfeeding benefits both the mother and infant physically and 
emotionally because breast milk meets all the nutritional needs of a baby from 
birth till about six months of age (MOH, 2002).  To promote and support 
breastfeeding, the Ministry of Health in Singapore, developed guidelines on 
‘Management of Breastfeeding for Healthy Full-Term Infants’ (MOH, 2002)  
to guide the practice of all health-care practitioners involved in the care of 
breastfeeding mothers and their healthy full-term infants.  The guidelines 
promote early initiation of breastfeeding, prevention, and management of 
breastfeeding problems, and the continual support of breastfeeding.  It is 
hoped that with the use of these guidelines, more mothers will breastfeed their 
infants for an optimal duration (MOH, 2002). 
Despite WHO guidelines, the current study found that over 25% of women 
had already stopped breastfeeding at six weeks postpartum. It could be that the 
economic need for women to return to work as well as the availability of 
domestic workers for in-house child-minding limit the likelihood of women 
breastfeeding for an extended period of time. Further research needs to 
investigate the reasons why Singaporean women do not sustain breastfeeding 
and address these factors. 
5.8 Limitations and future research 
There are several limitations associated with this study.  These concern 
reliability of measures, approach to data collection, sampling, and timeframe.  
Recommendations for future research with regard to each issue will be 
suggested. 
The results of this study are predicated on an accurate assessment of the 
traditional birthing practices to which women adhered, and self-report of 
emotional well-being, social support, and breastfeeding self-efficacy.  In the 
absence of a suitable measure of TBP, research processes included an 
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extensive review of the literature, in-depth interviews with birthing women 
and a pilot study in order to develop the measure. While the TBP measure had 
reasonable psychometric properties, it is new and has not been validated with 
other samples of birthing women.  
Phase 2 data was collected by self-administered questionnaires.  Although this 
approach is widely used for population-based research, this method does not 
probe further into the phenomena under investigation (Norwood,  2009).  It 
may have been more effective to administer the questionnaire with the 
researcher consulting each woman and completing the questionnaires with 
assistance.  This would allow the researcher to ask women further questions if 
needed, especially if the woman was not fluent in English.  However, such an 
approach would also be time consuming and may not necessarily engender 
open disclosure.  Lack of disclosure is likely in an Asian culture where 
individuals do not wish to disagree, or be seen in a less than favourable light.  
More involvement of the researcher may also contribute to response bias 
whereby the women provide socially desirable responses to please the 
researcher, which is a general tendency in Singaporean and other Asian 
cultures. 
Overall the questionnaire took around 25 minutes to complete.  Women may 
have become tired when answering the questionnaire.  However, results from 
this study can assist further research to improve the questionnaire and reduce 
the number of items while still obtaining adequate information. 
The results of the study may have been influenced by the approach to 
recruitment whereby the sample was drawn from only two sites offering 
postnatal services. It could be that drawing the sample from all available 
services may have enhanced the representativeness of the sample and given 
greater confidence in the findings.  However, a relatively large sample was 
recruited that was representative of the Singaporean birthing population.  
Future studies may explore the implications of adhering to traditional birthing 
practices with other variables such as whether a woman has a natural or 
assisted pregnancy as well as birth outcomes.  Statistics from a local in-vitro 
fertilisation centre (KKIVF) indicate that it has performed more than 7,300 
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fresh assisted reproductive technique (ART) treatment cycles and more than 
3,700 thawed ART treatment cycles since its inception in 1983.  It would be 
interesting to explore whether there are significant differences between 
women who conceived naturally and those who required assistance in 
conceiving in adhering to traditional birthing practices and the subsequent 
impact on emotional well-being and breastfeeding outcomes.  Such results 
could impact healthcare professionals’ approaches to educating women about 
traditional birthing practices and the level of acceptance of women towards 
healthcare teaching on traditional birthing practices. 
Results of the current study may have been limited by the retrospective nature 
of the data collection. Recall bias may have influenced some responses. 
Unlike some previous studies, women were surveyed within the early 
postnatal period and are still likely to recall events from late pregnancy as well 
as labour and birth. However, future studies may consider using a pregnancy 
and postnatal journal in which women could record their experiences. 
Continuing the study further into the postnatal period may also have revealed 
changes with regard to depressive symptoms and breastfeeding duration which 
may have revealed new insights than those reported here at six weeks 
postnatal. 
5.9 Implications for nursing and healthcare professionals 
This study revealed the richness of traditional birthing practices of 
Singaporean Chinese, Malay, and Indian women.  This study identified that 
some traditional birthing practices are important to women during the perinatal 
period.  There are many reasons for adherence to traditional birthing practices 
but generally, most practices were performed in order to safeguard the 
women’s health and that of their babies. 
It is important for nurses/midwives and other healthcare professionals to 
understand various traditional birthing practices in order to educate 
Singaporean women on appropriate and non-hazardous practices.  Education 
and information on traditional birthing practices must be incorporated during 
antenatal classes or forums where women seek information about pregnancy, 
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childbirth and parenting.  Nurses/midwives conducting these antenatal classes 
should provide accurate information on traditional myths and any scientific 
evidence to support or counter each practice.  Nurses/midwives however 
should be non-judgemental and non-imposing when educating women about 
traditional birthing practices.  The aim of educating women should be to 
provide information and minimise the likelihood of women adhering to 
traditional birthing practices that are hazardous to them and the baby. 
Increasingly, Singaporean women are busy with their daily activities and may 
not participate in antenatal classes.  Nurses/midwives could make relevant 
information available in a booklet or on hospital websites.  This will greatly 
assist women to obtain accurate information effectively and efficiently.  Local 
Singaporean hospitals have websites on antenatal and parentcraft information 
but not on traditional birthing practices.  Hospital-based web developers may 
want to look at websites by Dumex Singapore that provide confinement 
practices ‘dos and don’ts’ as an example on how to develop a traditional 
birthing practices website.  As there are few studies that have investigated how 
information on websites help change behaviour, local hospitals may want to 
survey respondents to see how their website helps women to change behaviour 
and perceptions about traditional birthing practices. 
Findings of the present study have implications for antenatal patient education 
that may be addressed by health services through various ways.  Firstly, local 
hospitals could set up a task force to look at various traditional birthing 
practices of Chinese, Malay, and Indian Singaporean women.  This task force 
should consist of staff members from various disciplines: nursing/midwifery, 
medicine, social work, psychology, allied health, and scientists.  Further 
research can look at how traditional birthing practices affect women during the 
perinatal period and strategies to educate them.  Similarly, the effect of 
traditional birthing practices from a biomedical perspective could investigate 
how TBP may affect drug interactions.  One possible study could be on the 
use of ginger and drug interactions with other medication and whether it 
affects the production of breast milk or quality of breast milk for the baby.  
Future research could also investigate the financial aspects of traditional 
119 
  
birthing practices and cost benefits.  For example, what are the cost benefits of 
weekly massages on emotional well-being and obstetric outcomes. 
After exploring the scientific basis of traditional birthing practices, task force 
members may discuss strategies for the education of women, their partners and 
possibly extended family families.  They may want to publish their findings in 
a book or other form of resource to discuss traditional birthing practices, and 
associated benefits, harm and myths.  They may want to emphasise that 
traditional birthing practices are influenced by personal preferences.  The 
information could also be made available on the hospital website and 
brochures for women to take home after their hospital visit.  Posters on 
traditional birthing practices can also be placed on clinics’ notice boards in 
waiting areas. 
Local hospitals may want to screen women’s emotional well-being during 
pregnancy and the postpartum period.  If women are at risk of depression, they 
can be referred to appropriate services such as a psychologist for counselling, 
support, and treatment if necessary.  Early detection may help prevent 
symptoms from worsening and better prepare women for the demands of 
motherhood (Janevic, Svitz, & Janevic, 2011). 
 
Being aware of the traditional birthing practices of each ethnic group also 
allows nurses to provide opportunities for women and their husbands to 
perform helpful activities and rituals.  For example, nurses/midwives may 
provide a quiet moment for Malay women and their husbands to recite prayers 
to the baby’s ears straight after delivery.  Women and their husbands may be 
grateful for such understanding and facilitate women to have a pleasant 
birthing experience. Clearly, the implications of this research are numerous 
not only for women but for nurses/midwives and other healthcare 
professionals.  As a consequence of adverse birthing experiences, women are 
less likely to approach motherhood with confidence and are more likely to 
experience postnatal depression (Dennis, 2002b). The support of 
nurses/midwives during the perinatal period allows women to enjoy and 
practice traditional birthing practices safely.  Nurses/midwives and healthcare 
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professionals need to enhance their understanding of traditional birthing 
practices to support and educate women effectively.  A clear understanding, 
accurate information, respect, and space for women to perform helpful 
traditional birthing practices can assist women in optimising their birthing 
experiences. 
5.10 Implications for nurse/midwifery education and continuing 
professional development 
This current study identified the presence of traditional birthing practices 
throughout the perinatal period.  Nursing/midwifery schools should address 
traditional birthing practices in the curriculum.  This content can be a module 
or content taught through e-learning strategies whereby students are exposed 
to traditional birthing practices of women across cultures.  Discussion on the 
benefits and detrimental effects of each traditional birthing practice can be 
discussed during group discussions or on-line.  Students need to be more 
aware about traditional birthing practices and seek scientific evidence on these 
practices.  By doing so, students will provide better care of women who wish 
to use traditional practices. An understanding of traditional birthing practices 
could be embedded in discussions on the provision of culturally-safe care, 
which takes into consideration the beliefs, and practices of patients from other 
cultures. 
The results from the current study identified certain traditional birthing 
practices which can be hazardous to women such as abdominal binding and 
placing of ‘hot stones’ on the abdomen to contract the uterus.  Healthcare 
professionals need to be aware of such practices and address issues such as 
safe traditional birthing practices and scientific benefits of such practices 
through the provision of continuing education sessions, online modules, and 
discussions among team members about the quality of care provided to 
patients from all cultures.  
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5.11 Implications for education: women and their families 
As Singaporean women continued to adhere to a range of traditional birthing 
practices, education and correct information must be provided to enhance 
safety and well-being.  As mothers, mothers-in-law, husbands, and domestic 
helpers are involved in supporting and taking care of women in the perinatal 
period, they must be considered as possible recipients of information about the 
myths and taboos of traditional birthing practices. 
To attract women to participate, incentives may be provided.  Lucky draws on 
questions about traditional birthing practices could be conducted as a way of 
engaging women in a light-hearted but educational activity.  In this way, 
women and their family members will learn new skills and knowledge in a fun 
way.  Such sessions may also provide opportunities for participants to make 
new friends and expand their social networks.  
5.12 Summary 
Childbirth and the obligations of caring for a new infant are demanding life 
events and their impact on mothers, to some extent are culturally determined 
(Kumar, 1994; Davis-Floyd & Sargent, 1997).  This study identified that 
Singaporean women adhered to a range of traditional birthing practices.  
Women adhered to traditional birthing practices because they wanted to have a 
smooth and uneventful pregnancy which resulted in a healthy baby.  They 
made decisions on which traditional birthing practices to use and were not 
overly influenced by others, although mothers-in-law still played a role for 
many women during the confinement.  This is especially the case for 
Singaporean Indian and Malay women who still relied on their mother and 
mother-in-law for support during the postnatal period, whereas, Chinese 
women were more likely to also have access to domestic maids and 
confinement nannies for care and support. 
Adherence to traditional birthing practices had no statistical effect on women’s 
reported emotional well-being, social support, and breastfeeding self-efficacy 
compared to women who did not adhere to these traditional practices.  
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Chapter 6 Conclusions 
While there has been some research on traditional birthing practices used by 
Chinese women, there has been relatively little research on traditional birthing 
practices by Malay and Indian women.  This study provides the most recent 
update on the traditional birthing practices of Chinese, Malay, and Indian 
Singaporean women.  The findings from this study provide a platform for 
further research and have implications for clinical practice, education, and 
management.  This chapter highlights the four major findings of this study and 
outlines the conclusions drawn from this work. 
This study has confirmed that Singaporean women adhered to traditional 
birthing practices to a certain extent.  Singaporean women modified some 
traditional birthing practices to suit the context of their daily lives and their 
individual needs.  This study identified Singaporean women as the main 
decision maker about adherence to traditional birthing practices.  This finding 
indicates that Singaporean women are able to make important decisions about 
their health and that of their babies without interference from others. This 
finding reflects an important deviation from the strong familial influence on 
childbearing women in the recent past.  The results from this study indicate 
that the status of Singaporean women has increased and they can now exercise 
the power to make decisions about such important life events such as birth.  
This change may be partly due to women obtaining better qualifications 
through further education, having higher income earning potential, and being 
older and socially mature as a consequence of deferring marriage and 
childbearing.  With more than 48.9% of women having GCE ‘O’ Level 
education and above in Singapore, these statistics indicate that women are able 
to further their education without restriction and run their life freely 
(Population, 2011). 
Confucianism that gave shape to many traditional Asian family ideals 
emphasised family prescription and hierarchies of males over females and 
elders over the young (Gallin, 2009).  Traditionally, women are expected to 
live with and serve their husband’s family, a custom that accords more value 
to sons than daughters, who have in the past been referred to as ‘spilled water’ 
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(Thornton & Lin, 1994; Lan, 2002; 2003).  The mother-in-law has been seen 
as the ‘patriarchal’ female deputy in the Asian family (Stacey, 1983, p.54).  
Consequently, the mother-in-law has traditionally had the most influence on 
younger women, especially during the perinatal period (Shih & Pyke, 2009).  
However, as more women are working and generating income for the family, 
the mother-in-law is more likely to have a dependent relationship with her 
daughter-in-law and may not want to interfere in the daughter-in-law’s 
decisions, including matters during the perinatal period, for fear of adverse 
consequences. These adverse consequences may include having reduced or 
stopped financial support from the son and daughter-in-law.  While the role of 
family in providing for elderly parents in the latter part of their life is 
recognised as a crucial social commitment, the changing status of women 
through education and financial independence is subtly altering women’s 
voice in family decision-making and relationships among women and their 
mothers-in-law. 
The shift of power from the mother-in-law to the daughter-in-law, allows the 
daughter-in-law to decide freely on which traditional birthing practices she 
wishes to follow.  Recent research challenges the assumption that Asian 
cultural norms dictate hierarchal conflict-ridden relations between mothers-in-
law and daughters-in-law and find situational conditions to be important 
(Gallin, 2009).  Mothers-in-law who provide resources to their daughters-in-
law tend to enjoy more power, respect, filial care, and freedom than those who 
have fewer resources such as money or need to stay with their son and 
daughter-in-law in their home (Gallin, 2009).  Mothers-in-law who are 
financially dependent on the daughters-in-law occupy a lower status; feel 
powerless and may be reluctant to challenge family decisions such as which 
traditional birthing practices are adhered to during the perinatal period (Lan, 
2002; Treas & Mazumbar, 2002). 
This study is unique in that it compared Singaporean Chinese, Malay, and 
Indian traditional birthing practices throughout the perinatal period: antenatal, 
labour/birth, and postnatal periods.  It was noted that overall, ethnicity had a 
significant and sizable effect on traditional birthing practices during the 
antenatal period. Singaporean Indian women adhered more to traditional 
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birthing practices during the antenatal period compared to Singaporean 
Chinese and Malay women.  This may be due to Singaporean Indian women 
holding traditional beliefs about their pregnancies, and the higher probability 
of women living with-in an extended family arrangement (Choudhary, 1997).  
As motherhood is recognised as a socially powerful role, with an expectation 
that every women will get married and become a mother one day, elder 
women or relatives provide guidance, information, and assistance to women to 
safeguard the health of the mother and baby (Guo, 2007).  As a possible 
consequence of pressure and attention given by their relatives, Singaporean 
Indian women adhered to more traditional birthing practices than Singaporean 
Chinese and Malay women.  This high level of adherence is surprising given 
the opportunities afforded to Singaporean Indian women regarding education, 
employment, and independence in society.  Their perceptions about adhering 
to traditional birthing practices therefore needs to be explored in future 
research. 
This study also found that Singaporean women not only adhered to traditional 
birthing practices solely from their own culture but adopted practices from 
other cultures.  Participating women adopted some practices known to have 
originated from other ethnic groups and followed these practices because they 
were perceived to be beneficial to their health and that of the baby.  This 
finding perhaps reflects the harmonious multicultural society of Singapore and 
the ability of different ethnic groups to respect each other’s traditional birthing 
practices and adopt them as their own.  This can be the result of having 
‘Values Education’ as part of the curriculum in all schools in Singapore.  
‘Values Education’ refers to any explicit attempt to impart values to students 
about their society (Ministry of Education, 2011).  In the Singaporean context, 
schools celebrate important events such as Racial Harmony Day and 
International Friendship Day which commemorate the good relationship 
Singapore has with its foreign neighbours.  This educational preparation may 
have enabled Singaporean women to respect other cultures and adopt 
traditional birthing practices from other cultures easily. 
The study findings reflect that participating Singaporean women respect each 
other’s traditional birthing practices and it could be argued there are few 
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traditional birthing practices that are solely Chinese, Malay, or Indian.  This 
study found that traditional birthing practices in Singapore comprise Chinese, 
Malay, and Indian practices.  Consequently, educating women about 
traditional birthing practices should not only focus on their ethnic group but on 
the range of ethnic group practices. 
The results also identified that many traditional birthing practices have 
religious influences.  It is important for healthcare professionals to understand 
and respect the traditional birthing practices of women and their families.  For 
example, not allowing the father of the new born to whisper prayers to the 
newborn straight after birth may be considered disrespectful and create stress 
for the Malay couple.  This particular traditional practice would be deemed a 
sensitive issue, as Singaporeans believe in respecting and tolerating religious 
practices of others. 
With the influx of foreign nurses and healthcare professionals working in 
Singapore, it is essential for them to be sensitive to aspects of Singaporean 
culture in order to preserve the harmonious relationship between the various 
religious and ethnic groups in Singapore.  Indeed it was proposed that all 
healthcare professionals need to be educated on religious and cultural 
tolerance during their induction period in Singapore (MOH, Singapore Nurses 
Board, 2006). 
The findings from this study suggest that adhering to traditional birthing 
practices have a negative effect on the emotional well-being.  This was 
because the effect of adherence to traditional birthing practices and emotional 
well-being could be due to women receiving help during the perinatal period 
which they do not want or is stressful to them (Chien, Tai, Ko, Huang, & 
Shen, 2006). 
The results from this current study also showed that adherence to traditional 
birthing practices had no statistical effect on women’s sense of social support 
and breastfeeding self-efficacy.  One of the most significant social features of 
Asian culture is the level of agreement within the extended family, with group 
mentality emphasised more than individuality (Leung, Arthur, & Martison, 
2005). Harmonious interpersonal relationships are highly valued and direct 
126 
  
confrontation among people is avoided whenever possible.  However, 
Singaporean women in this current study showed that it is their personal 
choice to adhere to traditional birthing practices.  Singaporean women enjoy 
the support from their family members and husbands during their perinatal 
period.  Thus, Singaporean women feel supported and are more willing to 
participate in traditional birthing practices during the perinatal period on their 
own terms. Modifications were made to some practices that allowed for 
adherence, but also suited women’s lifestyle. Singapore healthcare should 
acknowledge traditional birthing practices in order to provide culturally 
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The following questionnaire forms the basis on which patient assessment 
























































Chinese 1)  
 
Lee, Ngai, Ng, 


















n = 69  
Chinese 






















No moving of furniture , moving 
home, home renovation, moving 
heavy objects, climbing up and 
down, squatting, walking too 
fast, wearing high heels, 






related to taboos. 
Women who are 
unhappy with 






1) Sampling bias: 
23% women eligible 
for study but did not  
participate 




taboos may change 
after delivery 
3) Unable to 
determine 
representation 
because of lack of 
prenatal census data 










Rural and urban 




















Interviewed at four  
Purpose of doing the month: 
To regain strength and health, 
resume normal activities and 
protect her future health 
Dietary precautions: 
Eating more food, eating ‘hot’ 
food, avoid ‘cold’ food 
Nil 1) Educational level 
of mothers was not 
reported. 






areas in China 
 
Two maternal  
hospitals 
 
2) Assess the 
potential effects 
of the practices 
on the health of 











No bathing, washing hair, 




Stay indoors, avoid housework, 









Informants may be 
biased due to their 
personal values on 




Chien, Tai, Ko, 





and postnatal care 
centers 






























2) Adherence to doing-
the-month practices and 
the severity of postnatal 
physical symptoms 
using the scale 
developed for this study 
 
Data collected at 4–6 
Adherence to doing-the- 
month: 
75.7 (SD = 14.5, r = 33- 
108) 
Mean adherence level of  
≥3 
(not going to temple, 
abstain from sex, 
avoid ‘cold’, ‘hot’ and  
‘toxic’ food , carrying  
heavy objects 
and going out 
 
Adherence to doing the 
month and physical 
symptoms: 
Adherence to 




off score of  
14 = 61 
(30.2%).  
Women who  
had lower  
mean scores 
of adherence 
to doing-the-  
month (73.31 
versus 76.85) 
had higher  
Samples from this 
study were different 
from the national 
Taiwan population. 
Women in this study 
were older, had 
higher education, 
were employed and 
had cesarean 












weeks postnatal  
 
8.8 (SD = 6.1, range = 035) 
Most prevalent 
symptoms: 
backache and insomnia 
Levels of adherence were 
negatively correlated to the 
severity of physical  
symptoms 
Women who exclusively  







seen in first-  
time  






Liu, Mao, Sun, 




Areas in Hubei 


























2) Retrospective food 
frequency questionnaire 
on dietary intake 
 
Data was collected two 
years postnatal 
Dietary behaviors 
‘Hot’ foods consumed and 
avoided ‘cold’ foods.   
74.6% women’s diet was 
arranged by mother-in-law. 
 
Decreased intake of fruit 





Women did not bathe, wash hair, 
brush teeth, did not get out of 
bed two days after giving birth. 
Level of husband’s education 
has a positive association on 
getting up within two days. 
Nil Women were to 
report the amount and 
type of food ate over 
the confinement 
period. This will lead 
to recall bias and 




Level of education and residence 
in city were positively associated 

















to ‘doing the 
month’ and 
suggest how these 





within the context 
of rapid social 
change 








Data collected at six 
weeks postnatal 
Food avoidances  
‘Hot’, ‘cold’, and ‘raw’ food 
Restorative powers of food 
Ginger, vinegar and pig trotters 
Wind and water prohibitions 
Do not bathe &and wash hair 
Breastfeeding proscriptions & 
prohibition 
Avoid ‘hot’ and spicy food 
Nil As the interviews 
were conducted via 











1) To understand 














1) Self report 
questionnaire 
 
2) A structured 
interview 
 
3) Chinese version of 
EPDS to screen for 
1. About 90.2% of women said 
that they were following cultural 
practices 
2. No association for the 
following: 
 Cultural practices with 
level of education, length 
of stay in Australia, 
Mood 
No difference in 
EPDS score for 
women who did 
not follow TBP 
and those who 
practised 
 
Literacy was an 
issue for a third of 
women. In-accurate 
translation may lead 





















associated with a 




3) To understand 
how Chinese 

















Interviewed at six 
weeks postnatal 
whether mother was 
staying together 
 
 About 18% of women 
who followed cultural 
practices were negative 




 Women were just 








had a greater 
score in GHQ 
than those who 







Maternity units  




postnatal care in a 
Scottish setting 
 




























before childbirth and 
Bathing & washing 
No bathing and hair washing 
Mobility and rest 
House confinement or  
discouragement of mobility 
 
Food and drink 
A well-balanced postnatal diet 
according to ‘yin’ and ‘yang’ 
Pollution 
Abstinence from excessive 
pleasure seeking (coitus) or 
engaging in recreational 
Nil 1) Only ten women 
were recruited for the 
study because 
snowball sampling 
was used.  
 
2) Bias in recruiting 
because women will 
only introduce 
women who they 
know and more 






twice after childbirth 
 






1) To describe 
humoralism in 
pregnancy, 











Husband not to cut his hair, sit 
on doorstep or harm living 
creature 
Postnatal taboos 
Drinks ‘hot’ and avoids ‘cold’ 
food, applied heated stone to 
abdomen, sleeps on platform 
above fire 
 
Nil Data collected by 
interviewing few 
women. No mention 







Laderman  (1983) 
 
Malaysia 
1) To examine the 
food behaviours 
and ideology of 
Malay women 







Husband not to cut his hair, sit 
on doorstep or harm living 
creature 
Postnatal taboos 
Drinks ‘hot’ and avoid ‘cold’ 
food, applied heated stone to 

























40 days of confinement 
Heat in confinement 
Roasting by the fire, heavily 
dressed, massages of body,  
bathing with herbs 
Nil No mention on the 
questions asked in the 
survey and the 
reliability of the 
instrument 
 
